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, BILLS introduced in the 86th Congress 
on January 7, 1959, by the Honorable Ken- 
neth A. Roberts of Alabama, H.R. 920 and 
H.R. 1341, can, if enacted, virtually solve the 
problem of safe vehicle design. The former, 
“A bill to require certain 
safety devices on auto- 
mobiles shipped by auto- 
mobile manufacturers in 
interstate commerce,” 
has been referred to the Committee on Inter- 
state and Foreign Commerce, Oren Harris of 
Arkansas, Chairman. The latter, “A bill to 
require passenger-carrying motor vehicles 
purchased by the Federal Government to 
meet certain safety standards,” was sent to 
the Committee on Government Affairs, Wil- 
liam L. Dawson of Illinois, Chairman. 

You are asked to write ‘these two Chair- 
men urging that the respective bills be re- 
leased from committee to the floor of the 
House. Further, you are asked to communi- 
cate with your representatives in the House 
and the Senate, urging support of these bills. 
This is the most practical effort anyone can 
make at the present to aid in the solution of 
our motorear death and injury problem. 


How Can We 


Get Safe Cars? 


D. Yoper, M.D., oF CHEYENNE, 
has been named director of the newly estab- 
lished A.M.A. “Division of Socio-Economic 
Activities,’ which will include within its 
jurisdiction the Bureau of Health Education, 
Economic Research De- 
partment, and the Coun- 
cils on Industrial Health, 
National Defense, Medi- 
cal Service, and Rural 
Health. Creation of the 
new division and appointment of its director 
are part of the reorganization and stream- 
lining of our A.M.A.’s Chicago Headquarters 
begun about a year ago. 

Dr. Yoder—Frank to his many friends 


Frank Y oder 
Joins A.M.A.s 
Chicago Staff 


for Marcu, 1959 


including all members of this Journal’s Edi- 
torial Board—has been Scientific Editor of 
the Rocky Mountain Medical Journal for 
Wyoming since March, 1951. Since 1948 he 
has been Director of the Wyoming Depart- 
ment of Public Health, and in 1957 was Presi- 
dent of the Association of State and Terri- 
torial Health Officers. He will move to Chi- 
cago in June. 

Franx’s departure constitutes a special 
loss to our own editorial staff. His coopera- 
tion was efficient and prompt. Every so often 
we would pry an editorial out of him—or he 
would get wound up about something and 
cut one loose on his own motion. It was al- 
ways timely and well thought out, although 
we were in competition with many other 
high ranking claims upon his time and talent. 
Now the greatest medical organization of 
them all has claimed him for a really big job. 


! 
Success to you, Frank! D.W.M. 


Pa OF US FULLY REALIZE how rapidly changes 
are occurring in medical practice and it 
seems impossible for a busy practitioner to 
keep abreast of these changes without regu- 
lar attendance at medical meetings or con- 
stant reading. 

Many physicians have 
hoped for the passage of 
the Keogh-Jenkins bill and 
were encouraged to think 
that the next session of Congress would pass 
it. However, judging from the results of the 
last election, it seems unlikely that the Demo- 
crats in power under advice of such liberals 
as Ex-President Truman and Mrs. Eleanor 
Roosevelt will favor such action. 

One of the most striking changes in medi- 
cal economy is in the field of insurance. Last 
year American insurance companies took in 
three and three-fourths billion dollars, in 
health and accident insurance premiums. 
Consumer expenditures for medical care, hos- 


Into Orbit 
WeGo! 
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pitalization, health insurance and related 
services during the same period reached a 
total of 15.1 billion dollars. On the opposite 
side of the ledger last year one out of every 
four dollars received by the average physi- 
cian for professional services was from some 
form of insurance mechanism. 

Blue Cross and Blue Shield premiums are 
increasing because of increased benefits. and 
coverage but, no matter how many benefits 
or how wide the coverage, there are some 
individuals high in labor circles who appar- 
ently will not be satisfied until medical care 
is completely federalized. 

The rapidity of these changes is not en- 
tirely due to outside non-professional sources 
either. In our own ranks, sentiment is divided 
between the idealistic “Free Choice” and 
pragmatic third party (insurance) manage- 
ment. A few short years ago practically no 
physician wanted Social Security but, in Oc- 
tober of this year, returns from 45 per cent 
of the membership in a mail poll of the Ohio 
State Medical Association showed eight to 
five in favor of Social Security coverage! 

In this space age of sputniks, lunics and 
satellites, it seems that everything is flying 
faster and faster. Many of us are not only 
concerned about how fast we are going but 
apprehensive about where we will land. 


O. S. Philpott 


Piz IS A FINE ORGANIZATION not generally 
known and appreciated by our profession. 
One of its National Advisors, Dr. M. E. 
Smernoff, has presented us with the follow- 
ing statement: 

It has come 


American Association of ‘° ™Y attention, 


: since returning 
Medical Assistants from the Nation- 


al Convention of 
Medical Assistants last October, that many doctors 
are skeptical and suspicious of the intentions of 
the organization we now so cherish. What is the 
advantage? This is a common question. Ideas of 
unionism, demands for higher salaries, prepaid 
insurance, sick leave and specialization have be- 
come rampant. I feel that the doctors have not 
been made totally aware of the reasons for exist- 
ence of the organization, so completely sponsored 
by all local and state medical societies as well as 
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the American Medical Association. 

An organization which now comprises over 
6,000 dedicated women in 21 states who are edu- 
cating themselves at the expense of time and 
money to better serve the medical profession. 
They carry their own health and accident insur- 
ance. They are becoming more adept public rela- 
tions servants. They are improving as bookkeepers 
and accountants to better serve the business office. 
They are improving their poise and _ personal 
effects to lure and retain the patient. Their code 
of ethics is that adopted by the medical profession. 
Further, the American Association of Medical 
Assistants is striving for a standard national edu- 
cational program which will eventually offer cer- 
tification and registration of flexible assistants 
who will become unmistakable assets to any pro- 
fessional office regardless of the specialty. 

Thus, the advantage is solely ours, and it 
behooves all Doctors of Medicine to accept 
and encourage the ancillary organization 
which is so dedicated. 


, FOLLOWING ODE to a Beaten M.D. was 
inspired by the sorrowful lament of a Denver 
physician as he arrived unavoidably late to 
a recent meeting of the Colorado State Pub- 
licity Committee. “My Alma Mater never 
told me about phone calls 
His Time Is and committee meetings.” 
This little drinking song 
is therefore dedicated to the 
doctor who spends little 
time with his family but hours on the road, 
on the phone, or in committee meetings out- 
side of office hours. 
His Alma Mater never told him 
The things a young doc shouid know— 
About the ways of medical life, 
And how his time should go. 
House calls have taken his beauty; 
Committee meetings left their sad scar. 
So speak to your A.M.A. delegates boys, 
Don’t let them put phones in his car! 


Their Time 


i. TO ATTEND the New Mexico Medical 
Society Annual Meeting in Las Cruces, May 
5, 6 and 7, 1959. The program will be devoted 
to “Space Medicine.” See page 132 for more 
complete details. Final program will appear 
in the April issue of the Journal. 
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Free choice of physician must 
persist in America. It is late, 

but not too late, to preserve it. 

The answer rests in our own hands 
and depends upon living and 
practicing according to our 
traditional ideals, disciplining 
within our own ranks as necessary 
the small but troublesome few— 
probably not over three per cent— 
who falter. Practice according to 
the Golden Rule will decisively 
and finally answer all 


of our critics! 


“SERVICE CEASES TO BE PROFESSIONAL if it has in 
any way been dictated by the client or em- 
ployer. The role of the professional man in 
society is to lend his special knowledge .. . 
to whatever task is entrusted to him. Profes- 
sional independence is not a special privilege 
but rather an inner necessity for the true 
professional man, and a safeguard for the 
general public. Without it he negates every- 
thing that makes him a professional person.” 
—Rear Admiral H. G. Rickover, father of the 
atomic submarine. 


*Presented before the Washoe County Medical Society, Reno, 
Nevada, January 15, 1959. Dr. Alesen is Past President of the 
Los Angeles County Medical Association and of the California 
Medical Association; immediate past Chief of Staff, Los 
Angeles County General Hospital. 
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The menace of the 
closed-panel practice’ 


L. A. Alesen, M.D., Los Angeles, Calif. 


Starry-eyed reformer 


To say that we live in rapidly-changing 
times is trite, repetitious and banal, and yet 
this statement is the most often-quoted ex- 
planation of and excuse for an almost end- 
less series of radical innovations in every 
phase of our socio-economic structure, a con- 
stant repetition of all of the hoary old ex- 
periments which even a superficial know]- 
edge of history would indicate have been 
futile to the point of disaster, and the sum 
total of which is rapidly pushing us toward 
the seemingly inevitable destruction of the 
American ideal based upon individual rights, 
individual responsibility, and individual self- 
respect. That American medicine should be 
in the forefront of those institutions attacked 
by the starry-eyed reformer, the vote-seeking 
politician and the self-aggrandizing unioneer 
is not at all surprising. That many physicians 
who ought to know better have avidly em- 
braced some of the schemes of medical care 
which, if continued and expanded to their 
intended goal, will not only destroy all free- 
dom now enjoyed by patient and physician 
alike but will ultimately result in a marked 
and continuing deterioration of the quality 
of care available to all is distressing indeed. 
That this distressing willingness on the part 
of some physicians to participate in some of 
these mechanisms for the controlled distri- 
bution of their services by all manner of 
third parties who have no legitimate interest 
in the intimate patient-physician relationship 
is obviously due either to a lack of apprecia- 
tion of the fundamental principles involved 
or a deliberate rejection of those principles 
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is readily apparent. Perhaps this is in large 
part ‘the result of the omnipresent miasma 
of defeatism which has seemed to. envelope 
the land, destroying ideals, stifling hope, 
stultifying the will to resist, and negating 
constructive effort. Historically, similar con- 
ditions have almost always preceded the de- 
cadence and loss of liberty and the substitu- 
tion of some form of absolutism, usually of 
a despotic nature. 


The problem 


As the mathematician seeks to reduce 


each equation to its simplest form in order . 


to facilitate its solution based on known and 
invariable factors, so we in medicine should 
seek similarity to state our problem in the 
simplest terms and to relate its solution to 
well-recognized and changeless principles. 

The most important problem facing medi- 
cine today is the intrusion of the third party 
into the intimate patient-physician relation- 
ship. A third party may be defined as any 
mechanism which in any manner enters into 
this relationship tending in any way to im- 
pair ever so slightly that mutual respect and 
confidence which has characterized that re- 
lationship since time began. While theoreti- 
cally such third party intrusion need not 
necessarily be condemned as bad per se, it 
requires most careful scrutiny to determine 
whether or not the best interests of the pa- 
tient are served thereby and whether or not 
fundamental principles are violated. 

This intrusion of the third party into the 
physician-patient relationship presents itself 
in an almost unlimited variety of instances. 
The most common are those sponsored by 
union, by management, by consumers, and 
of course by any and all forms of government 
or political medicine. Third-party devices for 
the payment of the costs of or the furnishing 
of medical care are not new. Medical care 
rendered by railroads, mines, and lumbering 
industries are well-known examples, some 
dating back more than 100 years. Those 
of most recent origin are the closed panel 
plans such as the Kaiser Health Foundation 
in California, the Health Insurance Plan of 
New York, the 50 or more union health 
centers throughout the country, and the 
health and welfare program of the United 
Mine Workers of America. Lodges have for 
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years in many instances provided medical 
benefits of a sort, but these instances have 
been numerically insignificant in the over- 
all picture. The medically-sponsored Blue 
Shield and Blue Cross and the commercial 
insurance plans, while in a certain sense rep- 
resentative of this type of practice, have not 
as yet lent themselves to the abuses which 
have been characteristic of some other plans. 
It should be noted in passing, however, that 
in certain instances the underwriters of cata- 
strophic or major medical expense plans have 
attempted just recently to dictate physicians’ 
fees although their policies are sold with the 
specific understanding that no fee schedule 
is contemplated. 


U.M.W.A. 


The United Mine Workers of America 
Welfare and Retirement Fund medical care 
program is the one which has generated the 
most controversy recently. Developed in 1948 
when the mine operators agreed to pay a 
royalty of 40 cents per ton of coal mined to 
the Trust Fund, that fund and its administra- 
tors have become an important factor in 
medical economics today. That fund, under 
the directorship of Miss Josephine Roche, 
amounted to $145,321,221.85 on June 30, 1957. 
During that year, it treated 94,000 patients 
in 45 states at a cost of $60,000,000. The back- 
ground of Miss Roche is relevant. General 
Practice for June, 1958, describes her as fol- 
lows: “A Vassar graduate (class of ’08), Miss 
Roche stayed on the management side of the 
fence long enough to become President of 
the Rocky Mountain Fuel Company, then 
leaped over as John L. Lewis’ assistant— 
after a short pause as FDR’s Assistant Secre- 
tary of the Treasury.” 

As originally planned and initially exe- 
cuted by the United Mine Workers of Ameri- 
ca Welfare and Retirement Fund under the 
direction of Warren F. Draper, M:.D., Execu- 
tive Medical Officer, the medical care pro- 
gram had much to commend it. Its stated 
purpose was to make good medical and hos- 
pital care available for about a million Fund 
beneficiaries, consisting mostly of bituminous 
coal miners, their wives and dependent chil- 
dren under 18 years of age, located in mining 
communities in 27 different states. One of 
the basic stated principles was to utilize the 
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services of established physicians and exist- 
ing hospita!s to the extent that they were 
available to render high quality care at a 
cost that was reasonable and just according 
to accepted standards. In some of the coal 
mining areas in Kentucky, West Virginia and 
Virginia, the number of physicians and ac- 
ceptable hospitals was far from adequate 
to meet the needs. As the result of intensive 
surveys of conditions and possible locations, 
a chain of ten new hospitals was constructed, 
consisting of three central hospitals and seven 
smaller satellite hospitals located in Ken- 
tucky, West Virginia and Virginia. 

As originally constituted, the hospitals 
were organized as open-staff hospitals and 
all the family physicians in the areas who 
applied for privileges were accepted as mem- 
bers of the part-time staff. Full-time special- 
ists were employed to perform the major 
part of the work, although at the outset the 
individual patient had the right to select his 
own medical attendant. 


Closed panel operation 


In an address presented at the New Eng- 
land Hospital Assembly at the Hotel Statler, 
Boston, March 25, 1958, Dr. Draper related 
his experiences of nine years with open-staff 
and freedom-of-choice arrangements in ex- 
planation of certain radical changes that had 
been instituted by the Fund. Claiming “out- 
rageous fees, unnecessary surgery, needless 
hospitalization and poor treatment,” Dr. 
Draper stated that the Fund had been com- 
pelled to require consultation prior to hos- 
pitalization, and to limit drastically the physi- 
cians who were to be permitted to serve the 
Fund’s beneficiaries on the grounds of in- 
competency and dishonesty on the part of 
some of those physicians who had previously 
been admitted to staff privileges. This action 
resulted in the deletion of the names of 
hundreds of physicians throughout the coun- 
try from the lists of those acceptable to the 
Fund, and transformed its medical care pro- 
gram into a closed-panel operation. 

Appearing before the National Conference 
on Labor Health Services at the Mayflower 
Hotel, Washington, D. C., June 16-17, 1958, 
under the auspices of the American Labor 
Health Association, William Arch Dorsey, 
M.D., UMWA Area Medical Administrator, 
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Denver, Colorado, added fuel to the flames 
of an already sizable fire when he stated 
that, “every medical care plan administrator 
knows that the surest way to provide inferior 
care at excessive cost is to offer a free choice 
of physician.” The thesis of this address by 
a physician who apparently has had no ex- 
perience in private practice and is entirely 
unsympathetic with it, stripped of its obvious 
venom toward organized medicine and those 
responsible for its policies, is that the aver- 
age individual is altogether incompetent to 
select his own medical adviser and therefore 
must look to some organization to do it for 
him. 

The reaction of the physicians and their 
medical societies in the communities affected 
by the UMWA closed-panel edict has been 
sharp and swift. The Colorado State Medical 
Society has declared participation in such a 
closed-panel arrangement unethical. The Las 
Animas County Medical Society and the Colo- 
rado State Medical Society are defendants 
in suits arising over the issue of rejection of 
applicants for membership because of this 
issue. At the behest of the Colorado State 
Medical Society, a bill was introduced into 
the legislature of that state last year provid- 
ing it to be unlawful for any panel of physi- 
cians to be formed or utilized which consisted 
of any less than the total of all licensed physi- 
cians in the state. That bill seemed to have 
a good chance of adoption until organized 
opposition by the UMWA and other labor 
groups mobilized pressure to defeat it. A 
similar bill in Kentucky was similarly dis- 
posed. In Kentucky, also, a member of the 
staff of the UMWA’s McDowell Memorial 
Hospital appealed his exclusion from the 
Floyd County Medical Society to the state 
medical association. In Ohio, a lawsuit is 
pending brought by three doctors who were 
denied membership in the Belmont County 
Medical Society, they allege, because they 
are on the staff of the UMWA affiliated Bell- 
aire Clinic, an associate member of Group 
Health Federation of America. 


Expulsion 


The Wall Street Journal of March 12, 
1958, reports: “In some cases, local medical 
societies are considering expulsion of doctors 
who deal with the Fund. An AMA official 
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questions the wisdom of such action because 
he says privately he doubts whether it would 
hold up in court.” 

Not all of the beneficiaries of the UMWA 
medical care program are happy over the 
curtailment of physicians and hospital choice. 
The head of UMWA Local 283 in Cadiz, Ohio, 
states, “The list of participating physicians 
has been cut to four. Since then, one of the 
four has resigned. Another on the list has 
been hospitalized by a heart attack.” Many 
union members have protested against these 
tactics, insisting on their right to freedom of 
choice, and urging a softening of the rule. 

We in California are thoroughly experi- 
enced with the evil features of closed-panel 
medicine as it is practiced by the Kaiser 
Health Foundation. Initially, this medical 
empire dreamed up and launched by the 
builder of liberty ships that split in two and 
the manufacturer of automobiles that did not 
sell, caused considerable stir. However, as 
matters have progressed, it has become ap- 
parent that many of the beneficiaries of the 
plan have been satisfied to receive care 
through it for trivial ailments but when 
serious conditions have presented themselves 
they have sought services of the private phy- 
sician and hospital of their own choice. One 
outstanding feature of this plan has been the 
high percentage of turnover in its employed 
physician personnel, many of the young men 
using the organization merely as a stop-gap 
while accumulating sufficient funds to launch 
into a private practice of their own. At the 
present time, there is something of an un- 
written understanding under which a sort of 
antagonistic symbiosis exists between the 
Kaiser closed-panel system and the private 
practitioners. 

At first in our experience with the Kaiser 
Health Foundation (originally the Perma- 
nente Foundation) some physicians employed 
by the Foundation were excluded from medi- 
cal society membership. However, as the 
result of court decisions in California and 
elsewhere, legal counsel has advised against 
this, and today these physicians encounter no 
disability in that respect. 


The cause 


It is a well-recognized axiom of medicine 
that for each disease process there is one 
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specific etiologic factor, although as the dis- 
ease progresses complications may and do 
arise as the result of individual predisposition 
and the interaction of other concomitant 
agents. The one single etiologic factor re- 
sponsible for most of the problems facing the 
physician today is the widespread flight from 
personal responsibility manifested by almost 
every individual, and this almost universal 
tendency of course includes physician and 
patient alike. This flight from personal re- 
sponsibility is at once the root cause and the 
chief characteristic of that pandora’s box of 
socio-economic aberrations variously known 
as naziism, fascism, communism, socialism, 
state socialism, new dealism, fair dealism, 
more properly described as collectivism, in 
which the individual is encouraged to deny 
and reject responsibility for himself and his 
dependents and transfer that responsibility 
to the group. The origin of this collectivistic 
philosophy takes root in great antiquity. 
Plato discussed it at great length in the Re- 
public, written about 400 years before Christ, 
and men in every clime and in every age 
have been fascinated by its promises and 
have suffered grievously time without num- 
ber because of its fallacies. The explanation 
of its great and seemingly unbreakable grip 
on the American public is simple indeed. Our 
progressive educationists under the aegis of 
John Dewey, William H. Kilpatrick, George 
Counts and their successors, have engaged 
for the past several decades in a carefully- 
conceived and skilfully executed program in 
the school room to inculcate in immature 
minds the basic tenets of this vile collectivist 
teaching. Discipline has been discarded be- 
cause of its alleged damaging effect upon the 
pupil’s psyche. Competition has been es- 
chewed on the Alice-in-Wonderland theory 
that in a race all must be winners and all 
must have a prize. Controversial subjects 
have been tabooed because all must be sweet- 
ness and light in this best of all perfect worlds 
these our perfect educationists are fashioning 
for us. Most of all, conformity in thought, 
word, action and social attitude is the golden 
calf before which all must bow. The individ- 
ual is of no significance in this teaching; the 
group counts for all. 

Is it any wonder that the individual so 
trained from cradle to baccalaureate re- 
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sponds in the main just as his conditioners 
have planned, and quite willingly abdicates 
all personal responsibility in matters, even 
the most intimate, to his employer, his union, 
his government? Other agencies and other 
factors have of course contributed to this 
wholesale weakening and subversion of the 
American character, but the progressive edu- 
cationist is entitled to most of the honor. 


Individual reward 


Of course it is old fashioned, reactionary, 
and horse-and-buggyish to point out that 
such “education” vitiates fundamental bio- 
logic principles in that nature during 800,000,- 
000 years of evolution has always insisted 
upon individual responsibility; that is, indi- 
vidual reward for individual merit, and indi- 
vidual penalty for individual failure. No- 
where in her scheme of things does she use 
the group for any purpose other than to pro- 
tect the individual against the predatory 
actions of his fellows or of the members of 
other groups. If we were really intelligent 
enough to understand the teachings of biol- 
ogy, we would know that it is futile to work 
against nature’s laws; that we should learn 
to work with and to profit by them. Six 
thousand years of recorded history with at 
least 2,500 instances of the collectivistic re- 
gime in one form or another should have 
taught us better, but it seems we cannot learn 
by history. Its teaching seems utterly wasted. 
Biology will catch up with us, regardless of 
how we may try to avoid it. 

And what has this seeming digression to 
do with the menace of closed-panel practice 
and ways and means to avoid it? A great 
deal. The chief, if not indeed the only, issue 
involved is the issue of free choice of physi- 
cian by patient and the right of the physician 
to serve or refuse to serve a patient except 
in an emergency or in continuance of service 
once begun until the patient has had ample 
opportunity to obtain care elsewhere. That 
this freedom of choice is the cardinal issue 
is amply attested by the fact that the propa- 
ganda guns of those most responsible for the 
closed-panel plans are engaging in a wide- 
spread campaign of vituperation and deroga- 
tion in an attempt to disparage the value of 
freedom of choice to the patient. When this 
freedom has been denied, when the third 
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party assumes responsibility for the collec- 
tion of costs from employer and employee, 
or from employer alone or from some gov- 
ernmental agency and presumes to dictate to 
patient and physician alike the terms under 
which medical care shall be rendered, the 
captive patient of the captive physician and 
captive hospital has lost one of the most es- 
sential elements of good medical care—the 
right to employ and to discharge his own 
personal physician. This right when univer- 
sally exercised guarantees that each physi- 
cian in the community will be in competition 
with each other physician to give to his pa- 
tient the best medical care at a price he can 
afford at the time and place that care is 
required. This is the essence of the American 
system of private competitive enterprise, and 
it has proved itself most efficient in produc- 
ing the maximum possible benefits available 
to everyone living within its sway. Medical 
care is just one of the facets of this system, 
albeit a most important one. The rendition 
of medical care under that system has not 
been perfect, but it has reached a higher de- 
gree of perfectibility and productivity than 
has any other system ever known to history. 


Emotional appeal 


It is not at all by accident that the field 
of medical care should have been selected 
by the collectiviser as the initial and most 
vulnerable area of attack. The field of medi- 
cine is utilized because of the enormous emo- 
tional appeal and the almost universal ex- 
perience of need or desire in this field. In no 
other area can such a spectacular and telling 
appeal be generated. The destruction of free- 
dom in the field of medical care is designed 
as an opening wedge leading toward the 
destruction of freedom in every segment of 
the economy. The socialists have long recog- 
nized this fact and have used it with excellent 
results. They now describe health as a right 
to which every individual is entitled without 
any responsibility on his part to safeguard 
or regain it. “Health” is defined as “the state 
of complete physical, mental and social well 
being and not just the absence of disease or 
infirmity.” (W. H. O.) The ultimate result of 
such a philosophy is shuddering to contem- 
plate. Will it not tend to transform all of us 
into faceless, spineless robots, without charac- 
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ter, volition or ambition, completely at the 
beck and call of our self-appointed master, 
the state? Can the unioneer be so naive as 
to believe that his puppets will escape this 
sad and sorry plight? Or is he deliberately 
and knowingly using his power to that end? 


The solution 


Obviously, there is no single pat and ready 
solution for a problem as complicated as that 
faced by medicine today. As the British have 
said, how does one unscramble an egg? Just 
as symptomatic treatment is indicated in 
the preparation of a seriously ill patient for 
more major procedures, so symptomatic treat- 
ment is indicated in our disease body politic. 
To think that we as physicians can remain 
isolated and aloof from that body politic is 
to be childishly unrealistic. No socio-economic 
institution can ever be secure from the cold 
leprous hand of the collectiviser except by 
repeatedly justifying and expanding its use- 
fulness and by constantly joining in a never- 
ending campaign with others to expose and 
denounce the fallacies of the collectivistic 
philosophy on every front and to demonstrate 
time and again and beyond any possible 
doubt the incomparable advantages of a socio- 
economic system based upon individual re- 
sponsibility and individual self-respect. This 
is of course a broad generalization but its 
validity ought to be recognized and its con- 
tent kept constantly in mind. 

First and foremost, we must set our own 
house in order so that we may go into the 
court of public opinion with clean hands. 
Ivy Lee, the great originator and patron saint 
of all public relations counsellors, summed 
up his advice to his clients: “Be good; do 
good; and tell the world about it.” Using this 
technic, Ivy Lee enabled countless clients 
to deserve the patronage and support of those 
they wished to serve by first eliminating all 
evil or questionable practices, adopting poli- 
cies and activities consonant with the public 
interest, and then by widely notifying the 
public of these facts. 

By their own figures, the UMWA officials 
claim that only about 3 per cent of the physi- 
cians rendering service to their beneficiaries 
have been guilty of dishonesty, incompetency, 
or other questionable practices. This is indeed 
a small percentage upon which to base a 
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sweeping and radical change in their basic 
policy, and leads one to question whether or 
not motives other than benefit to the patient 
were involved. 

Be that as it may, it is medicine’s responsi- 
bility to clean its own house, to discipline its 
members who are guilty of unethical and dis- 
honest practices and to demonstrate to the 
public that it can in fact justify its position 
as a profession in the highest sense of the 
word. The mechanism for such disciplinary 
procedure resides in the by-laws of every 
county medical society. Admittedly, such a 
procedure will be unpleasant and difficult in 
some cases, but it is not impossible, and its 
performance is imperative. 

In addition, the staff requirements of the 
reputable and recognized non-profit hospital 
afford an excellent means whereby the indi- 
vidual patient can be given dependable guid- 
ance in the selection of a competent physi- 
cian. In some of the smaller communities this 
could conceivably pose something of a prob- 
lem, but here again the county medical so- 
ciety must assume responsibility. If not, some 
other agency will, to our detriment. 


Advantages of free choice 


Next in immediacy is an aggressive, well- 
conceived and skilfully-executed information 
campaign to public and physician alike con- 
cerning the advantages of free choice in 
every phase of life as well as in the selection 
of physician and hospital. By order of the 
House of Delegates at the June, 1958, meeting 
in San Francisco, the American Medical As- 
sociation is now engaged in such a campaign 
through all of the usual media of communica- 
tion. Your society has no doubt participated. 
This campaign is stressing the fundamental 
necessity of the freedom of choice of one’s 
church, his lodge, his grocer and butcher, and 
all of those who serve him as basic in our 
socio-economic structure, and of course em- 
phasizes the free choice of physician and hos- 
pital as one of those necessities. Admittedly, 
this is not spectacular, and it will require 
time and persistent and dedicated effort. But 
what are the alternatives? 

Clearly, it is not in our interest to attempt 
to secure legislation of a coercive nature in 
our behalf even if that were possible, for 
forceful coercion is rarely a satisfactory an- 
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swer to any problem, and it is repugnant to 
the basic principles of every freedom-loving 
American except when used as a legitimate 
exercise of the police power. Coercion once 
invoked in our favor, could and would easily 
be invoked against us on another occasion. 

Action by county medical societies in ex- 
cluding applicants who are connected with 
closed-panel plans or the expulsion of mem- 
bers who assume such connections cannot be 
expected to be long effective if at all, and it 
is questionable from a legal standpoint. The 
declaration by a state medical association or 
even by the American Medical Association 
that such practice is unethical cannot be ex- 
pected to have the support of the majority 
of physicians unless they are well informed 
in advance or are the immediate sufferers 
from such activities. 


Medical care plan report 


The A.M.A. Commission on Medical Care 
Plans reported the results of a 34-year study 
to the House of Delegates at the Minneapolis 
meeting in December. Quoting from this re- 
port, “the medical profession should assume 
a judicious, tolerant, and progressive attitude 
toward developments in the medical care 
field. The need for continued experimenta- 
tion is recognized, and the profession should 
undertake, and actively participate in, the 
study and development of various mechan- 
isms for the provision of medical care of 
high quality.” The commission defined free- 
dom of choice as “the right of the individual 
to exercise without restraint selection among 
alternatives.” When applied to medical care, 
the report said an individual should have the 
right to select a physician of his choice. “The 
medical profession subscribes to, supports, 
and strives to attain complete acceptance and 
application of this principle of freedom of 
choice,” the report stated. “Free choice of 
physician is an important factor in the pro- 
vision of good medical care . .. in order that 
the principle be maintained and be fully 
implemented the medical profession must dis- 
charge more vigorously its self-imposed re- 
sponsibility for assuring the competency of 
physicians’ services and their provision at a 
cost which the people can afford.” Action 
upon this report was deferred until the June 
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meeting in Atlantic City. There will no doubt 
be much debate on it. 

Although it may seem highly improbable 
that many of the myriad of closed-panel 
plans will adopt unqualifiedly the free-choice 
principle in the near future, once the public 
is convinced of the validity of that concept, 
they will insist upon it. There are some 
straws in the wind that point in that direc- 
tion, as for example, Anthony Anastasia, 
Vice President of the International Long- 
shoremen’s Association, and boss of Local 
1814 of Brooklyn. When he built a million- 
dollar medical center with money donated by 
the New York Shipping Association and in- 
tended to operate it according to his own 
specifications, he encountered determined op- 
position from Brooklyn’s physicians. This op- 
position was so effective that the medical 
center is now in operation in accordance with 
the doctors’ suggestions. Other unions in iso- 
lated instances have granted a certain amount 
of free choice for the patient to select his 
physician in a health center, although this 
practice is decidedly the exception. 

_One means that could be most effective 
in our campaign to secure complete and un- 
restricted freedom of choice for patient and 
physician would be the simple refusal to 
participate in any method which distributes 
our services without free choice. This is not 
in any manner to be construed or interpreted 
as a recommendation that the physician go 
on strike. Under the non-participation ma- 
neuver, the patient would continue to be 
served to the best of our ability, but the third 
party interfering with this normal physician- 
patient relationship would merely be by- 
passed. Patients who could afford to pay for 
services would be billed directly. Those who 
could not would continue to receive services 
gratuitously and cheerfully, a responsibility 
which medicine does and always has accepted 
with honor and dignity. 

It will of course be objected that such 
non-participation to be effective at all would 
require almost if not entirely the universal 
and unqualified support of all physicians con- 
cerned and that this would be difficult to 
obtain. This would afford an excellent op- 
portunity to demonstrate the power of moral 
suasion and could be expected to produce 
results once the physicians really understood 
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the issues. Admittedly, in communities which 
depend solely on the economic activities of 
the kind under discussion this would pose a 
serious problem to every private practitioner, 
but under the UMWA edict many if not most 
of these practitioners are now excluded any- 
way. 

In all considerations with respect to the 
rendition of medical care, sight should not 
be lost of the fact that only physicians can 
render that care. No government official, no 
labor unioneer, no insurance executive and 
no lodge official can perform an appendec- 
tomy or treat a case of pneumonia. Let us 
stop acting like a horde of undisciplined 
school boys bent on all manner of unrelated 
adventures. Let us stop leading from weak- 
ness, when we can in fact lead from the only 
source of strength in the medical care pic- 
ture-—the producer of the services required. 

Transcending all other considerations is 
the fact that the physician is a citizen of the 
land in which he lives first and a physician 
second. No matter how highly idealistic, mor- 
ally upright and ethically honorable he may 
be, he cannot escape the fact that he ministers 
to his patients in the environment in which 
he finds them. Although he may be able to 
render medical care of the highest scientific 
grade and enhance that rendition with his 
years of valuable and successful experience, 
he cannot avoid the fact that the results he 
achieves will in some measure depend upon 
other factors such as good food, good clothing, 
good housing and good sanitation. These 
factors are part and parcel of the socio- 
economic milieu in which the patient lives 
and are dependent to a certain extent upon 
his status in that milieu. More and more the 
thoughtful physician is beginning to realize 
that it is not enough to give his patient the 
very best care available, but that in addition 
his duty as physician and citizen merge in a 
common obligation to participate actively as 
an individual and as a member of his profes- 
sional organizations to the utmost permitted 
by time and energy in a study and under- 
standing of the socio-economic structure in 
which he lives and practices and in well- 
guided efforts to preserve the basic elements 
which have made that structure so produc- 
tive for all concerned, while at the same time 
welcoming eagerly real and dependable im- 
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provements and speeding their adoption. 

It is not expected that the physician will 
become overnight a razor-sharp economist 
or a sociologist qualified by a string of ad- 
vanced degrees cum laude. In order to be- 
come adept at simple arithmetic and to know 
that two and two invariably make four, it 
is not required that one be qualified in the 
mathematics of space or an expert on the 
theory of relativity. Good, old-fashioned com- 
mon sense with a perspective of human 
values learned in the hard school of experi- 
ence are often much more valuable in the 
field of socio-economics than years spent in 
the ivory tower entirely aloof from all con- 
tact with reality. On the record, those ex- 
perts who have been so trained and whose 
willing hands have assumed the direction 
and remolding of our country’s institutions 
for these many years have treated those in- 
stitutions much as a blacksmith would repair 
a fine watch with a sledgehammer, and with 
similar results. As Josh Billings used to say, 
“The trouble with most people is not that 
they are so ignorant, but that they know so 
much that isn’t so.” 

In discharging this newer and larger re- 
sponsibility, the physician will bring to the 
task the intelligent and educated skepticism 
with which he approaches all disease. He will 
find the same approaches to diagnosis and 
therapy so effective in human disease to be 
equally applicable to disease in the body poli- 
tic, and equally effective. 


Participate 


To any rational, thinking and informed 
human being it must be more than obviously 
self-evident that our American Constitutional 
Republic is in dire peril for its very life be- 
cause of the constantly-increasing inroads of 
this lethal virus of collectivism. Is it not high 
time that we as physicians drop immediately 
and for all time the quaint notion that we 
and our professional organizations should 
have nothing to do with the environment in 
which we live? 

As we step more actively and effectively 
in this broader field, we shall of course ex- 
pect to encounter opposition and ridicule. We 
shall be deluged with the frayed and worn 
cliches that times are different, that new 
times require new methods, the old must be 
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discarded. Does change always and necessar- 
ily indicate progress? 

The physician grounded in the funda- 
mentals of his science knows full well that 
the principles of physiology discovered and 
enunciated by Claude Bernard (1813-1878) 
have stood the test of time and are still as 
applicable today as when first presented. 
The Pythagorean theorem that in a right- 
angled triangle the square of the hypotenuse 
is equal to the sum of the squares of the two 
legs is equally applicable to a triangle of 
microscopic dimensions and to one resting 
in the sidereal universe. The laws of thermo- 
dynamics, the economic laws of supply and 
demand, the law of diminishing returns, 
Gresham’s Law that bad money drives out 
good money, are always operative although 
man at times tries foolishly to interfere with 
the generator of a steam generator or to dis- 
guise the effects of the violation of change- 
less economic law by all manner of controls 
upon the individual and his environment. 
Ultimately, these controls always fail and 
bring with their failure consequences of the 
most serious sort to all involved. 

Once the physician shows a genuine inter- 
est in economics other than the apparently 
self-serving one of opposing socialized medi- 
cine; once he indicates by word and action 
that he and the organizations for which he 
is responsible are now entering the fight to 
reclaim and expand individual freedom in 
every field, he will receive surprising ap- 
proval and support from many sources, and 
will find a much more attentive and sympa- 
thetic audience when he presents his plea for 
freedom in his special field. 

The A.M.A. Committee to Study Objec- 
tives and Basic Programs presented its report 
to the House of Delegates at the Minneapolis 
meeting, also. Based in part on the responses 
to questionnaires sent to nearly 7,000 physi- 
cians representing a cross-section of the en- 
tire country, and in part upon personal inter- 
views and correspondence, this report con- 
cluded that the American physician is indeed 
more acutely aware of and extremely inter- 
ested in socio-economics than in any other 
question upon which a response was re- 
quested. Two fundamental and far-reaching 
recommendations were made by the commit- 
tee: 
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1. That Article II of the Association’s Con- 
stitution be amended to read as follows: “The 
objectives of the Association are to promote 
the science and art of medicine and the bet- 
terment of the public health, and an under- 
standing of the socio-economic conditions 
which will facilitate the attainment of these 
objectives.” (The italics represent the amend- 
ment.) This amendment was approved by 
the reference committee, was approved by 
the House of Delegates, and will lie on the 
table until the June meeting in Atlantic City. 

2. The establishment of a Committee or 
Council on Socio-economics to investigate 
socio-economic conditions and related prob- 
lems with which the Association is likely to 
be confronted in future years. This specific 
recommendation was not approved, but a 
mandate was given to the new Division on 
Economic Research to effectuate the recom- 
mendation. 

The fact that the House of Delegates, the 
policy-making body of American medicine, 
was willing to take this first and almost revo- 
lutionary step is most significant. It does in- 
deed represent a real advance, and could 
mark a turn in the seemingly endless and 
almost hopeless fight against the destruction 
of the American Constitutional Republic by 
the gradualist and infiltrative tactics of the 
collectiviser. 


Conclusions 


We must stop apologizing for America 
and for the almost limitless opportunities our 
system of private competitive enterprise 
operating under our constitutional republic 
gives to everyone living within her sway. 
That system is not perfect, but it is the most 
highly perfectible system ever yet devised 
by man and has produced the highest scale 
of living most widely distributed to all ever 
known in history. We must also stop apolo- 
gizing for our American system of medical 
care. Under that system, the American people 
are the healthiest people in the world today, 
bar none, when comparable populations are 
considered. We recognize and admit freely 
that that system is not perfect, but it too is 
the best that has yet been devised. We know 
it can be improved, and are constantly en- 
gaged in endeavors to that end. 

Our voluntary plans for the prepayment 
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of the costs of illness are growing by leaps 
and bounds, now covering for hospitalization, 
121 million; for surgical care, 109 million; for 
medical care, 72 million; for catastrophic or 
major medical, 13.2 million. This is indeed 
a great advance and can result in an almost 
complete coverage of the population in the 
near future, particularly since some insur- 
ance companies are now offering coverage 
to those 65 and over. 

Our interest in America as the land in 
which we live and practice our science art 
is the twofold one of citizen and physician, 
and as such we owe an obligation to our pa- 
tients, our fellow citizens, our confreres and 
ourselves to use every means and talent at 
hand to perpetuate and expand the stability 
and outreach of our Republic and to strength- 
en and broaden the effectiveness of the insti- 
tutions flourishing under it. 

To that end, we must insist upon the 
primacy of the individual in every considera- 
tion and circumstance. Individual freedom 
based upon individual responsibility and lim- 
ited only by those minimum restrictions nec- 


| in chronic lymphatic leukemia 


Productive life for twenty two years 
with chronic leukemia, over 10,000r 
of x-ray therapy, until his terminal 
pneumonia are here chronicied 


for your interest. 


As A RULE, patients with chronic lymphatic 
leukemia live a few years after onset of the 
disease. A survival time of 22 years with the 
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essary to assure to all an equal opportunity 
to enjoy that freedom must be the goal in 
every activity of every citizen. In a society 
based upon these ideals, the menace of closed 
panel practice or of any of the other nefarious 


manifestations of third-party interference 
with the physician-patient relationship would 
never arise. 

Is this a vague and dreamy ideal impos- 
sible of attainment? Decidedly not. Once the 
real productive and distributive capacity of 
our socio-economic structure becomes truly 
known to any large segment of those bene- 
fiting under it, once its incomparable superi- 
ority over any tarnished and tawdry collec- 
tivist scheme ever devised or visualized is 
even remotely understood by any appreciable 
number of our citizens, they will brook no 
interference with its realization. 

Of course, it is very late in the planned 
time table of the destruction of individual 
rights and the dissolution of our constitu- 
tional republic. In all past history, the physi- 
cian has been outstanding as a champion of 
individual rights. Our opportunity is now. ® 


Paul E. RePass. M.D.. Denver 


patient dying of something else is not a 
record, but is unusual. Pisciotta and Hirsch- 
boeck reported one case living 25 years and 
one 33 years, the latter having received x-ray 
therapy. McGavran also reported one case 
living 25 years. Average survival in cases 
of chronic leukemia of both types has been 
found by various authors to be around three 
years. Craver, in 1952, reported that 15.7 per 
cent of patients with chronic lymphogenous 
leukemia seen between 1930 and 1940 sur- 
vived five or more years. 

Another point of interest is that the 
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patient reported here received a number of 
x-ray treatments over a long period of time 
with no more ill effect than a little dryness 
and pigmentation of the skin over the spleen. 
And when so much is being written (not as 
a rule by radiologists) about the harmful 
effect of radiation, the reporting of a patient 
receiving a total of 10,272 r (air) may be 
worthwhile. This total dosage is not un- 
usually high, however, when compared with 
patients treated for deep seated malignancy. 


CASE REPORT 


In July, 1935, a 49-year-old white male pre- 
sented himself with enlargement of the lymph 
glands in the neck. Blood count showed Hg 70 
per cent, RBC 3,650,000, WBC 70,400 with 81 per 
cent small lymphocytes. The diagnosis, at first 
thought to be Hodgkin’s disease, was changed to 
lymphatic leukemia. Four days after the initial 
visit and after two x-ray treatments the tempera- 
ture was 102°. Three days later x-ray therapy 
was discontinued; five treatments had been given 
to the cervical region. There is no record of the 
patient until June, 1937, at which time his blood 
count was Hg 90 per cent, RBC 4,580,000, WBC 
84,150 with 92 per cent small lymphocytes. Two 
treatments were given to each side of the neck 
in a period of four days; immediately after this 
the WBC was reduced to 32,050 but the RBC was 
also down (to 3,410,000). Six weeks later another 
treatment was given to the right side of the neck. 
Two months later the spleen was treated at in- 
tervals of two or three days until four treatments 
had been given. In December there was an x-ray 
treatment to the right axilla. 

Differential count of the sternal marrow in 
March, 1938, was polymorphonuclears 9 per cent, 
stabs 7 per cent, lymphocytes 56 per cent, lympho- 
blasts 5 per cent, myelocytes 9 per cent, meta- 
myelocytes 12 per cent, normoblasts 2 per cent. 
In June, 1938, the spleen was treated three times, 
a total of 870 r being given. CBC in September, 
1938, was Hg 92 per cent, RBC 4,280,000, WBC 
8,600, small lymphocytes 50 per cent, large lympho- 
cytes 6 per cent, polys 44 per cent. There was 
a remission until April, 1939, at which time 
patient received 290 r to the spleen anteriorly. 
In May, 218 r were given over the lateral aspect 
of the spleen. WBC declined to 9,400. A longer 
remission followed. 

The next treatment was in November, 1942, 
at which time 3 X 290 r were given to the right 
axilla and 290 r each to the anterior and posterior 
aspect of the spleen. In December, 1942, a super- 
ficial abscess developed in the right axilla and the 
patient was given 179 r. There was a remission 
until July, 1943, when one treatment was given 
over the anterior aspect and one over the posterior 


for Marcu, 1959 


aspect of the spleen (290 r per treatment). After 
this the white blood count fell from 19,800 to 
6,750. The next treatment was a superficial one 
of 268 r to a small area over the left ear. 

In January, 1945, two fields over the spleen 
were given, 290 r each. It was over two years, 
in March, 1947, before more treatment was re- 
quired. This consisted of 2 < 197 r to an anterior 
field over the spleen and 262 r over a posterior 
field. The patient did well until June, 1949, when 
WBC was found to be 35,000. The writer gave 
three treatments of 197 r each over the spleen 
which lowered the WBC to 4,100 in August, 1949. 
By December the white count was 10,750. The 
remission lasted over three years. The next treat- 
ment was in October, 1952, and consisted of 4 X 
151 r over the spleen, bringing on a remission 
which lasted over two years. Three treatments 
(382 r total) over the spleen in November, 1954, 
brought the white count from 27,500 to 9,750. 

The last treatment was given in August, 1957, 
consisting of three areas over the spleen, totaling 
455 r. The patient had been relatively well for 
almost three years. The last blood count in this 
office was in October, 1957, at which time the 
WBC was 5,050, RBC 3,110,000, Hg 66 per cent, 
small lymphocytes 57 per cent, neutrophiles 41 
per cent, large lymphocytes 2 per cent. 

He continued at his work as a pharmacist until 
he. became ill in November, 1957. He had high 
fever, chills and coughed up blood. On admission 
to the hospital two days later he was in acute 
respiratory distress. Chest x-ray revealed heavy 
mottled and diffuse infiltration of the left lung. 
Gram stain of the sputum showed positive diplo- 
cocci. WBC was 18,000 and showed predominantly 
mature lymphocytes. He died four hours after 
admission. 


Summary of pathologic findings 

1. Pneumonia, lobar type, left upper lobe. 

2. Leukemia, chronic lymphocytic type, 
with leukemic infiltration in epicardium, 
mediastinal and retroperitoneal lymph nodes, 
spleen, liver, kidney, prostate, adrenal glands 
and bone marrow. 

3. Arteriosclerosis, generalized. 


Comment 


The frequent and prompt remissions in- 
duced by x-ray therapy in this case are most 
interesting. The patient continued to work as 
a pharmacist and lost no more time from his 
work than the average person might. He re- 
ceived liver extract and B-12 injections which 
apparently kept his anemia from developing 
to disabling proportions. It was the usual 
finding to have the red count down at the 
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same time the white count was up. 

The author has reviewed cases of chronic 
leukemia treated by radioactive phosphorus 
(P-32) ; these have seemingly done well, but 
of course none could have been followed long 
because the first such case was treated by 
Lawrence in 1939. The cases whose charts 
were studied required multiple doses and at 
least as close supervision as the case reported 
here. It would seem that for practical pur- 
poses either x-ray or P-32 could be used in 
similar cases with comparable results. 

The fulminating course of the terminal 
pneumonia which caused the death of this 
patient may be related to the depleted con- 
dition of his bone marrow and to the anemia 


which he had at the start of his terminal 
illness. However, other older patients with- 
out leukemia may succumb to pneumonia 
which runs a similar rapid course. 


Summary 


1. The case of a 71-year-old male dying 
of pneumonia after having had lymphatic 
leukemia for a period of more than 22 years 
is reported. 

2. A total of 10,272 r measured in air was 
administered. No ill effects of x-ray treat- 
ment were evident and after each series of 
treatments remission recurred. 

3. The relative merits of x-ray and P-32 
therapy are commented on. ® 
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Urinary infections in paraplegics’ 


Thomas L. C. Cottrell 
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Two currently popula sulfonamides 


except in those cases where 
prolonged catheter drainage was 


necessary. Toxicity was rare. 


THE PARALYZED BLADDER has a tendency to be- 
come infected due to its inability to empty 
completely. Infection prevents a maximum 
return of efficient bladder function and de- 
stroys renal parenchyma. Consequently it is 
important to control infection by maintaining 
adequate drainage, meticulous sterile tech- 
nics in handling catheters, and judicious use 
of antibiotics and chemotherapeutic agents. 

The necessity of administering these 
agents repeatedly over a prolonged period 
makes it important to utilize a drug that is 
well tolerated, has a low incidence of tox- 


*From the Hines Veterans Administration Hospital, Hines, 
Illinois. An extensive reference list has been omitted because 
of space kimitations. They are, however, included with the 
author's reprints. 
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icity, is inexpensive, and remains effective 
against a large number of pathogenic or- 
ganisms. 

Despite the effectiveness of the early sul- 
fonamides, the incidence of toxicity plus the 
tendency to crystalize in a concentrated acid 
media producing anuria discouraged pro- 
longed use. Recently two sulfonamide deriva- 
tives have been developed which circumvent 
these disadvantages. Both Gantrisin (3-4-di- 
methyl-5-sulfanilamido-isoxazole) and Thio- 
sulfil 
zole) are highly soluble drugs in the free and 
acetylation forms with a wide spectrum of 
effectiveness against gram positive and gram 
negative organisms. 

Thiosulfil has a greater range of pH solu- 
bility and less acetylation due to a strong 
hydrogen atom bond and nitrogen radicals 
which increase the stability of the compound. 
Toxicity consists mainly of anorexia and 
lassitude even with prolonged therapy. 

The incidence of dermatitis, anorexia, 
vomiting, headache, fever, and vertigo is no 
greater with Gantrisin than with any of the 
other sulfonamide preparations. Leukopenia, 


Rocky MountTAIN MEDICAL JOURNAL 


ag 
M 
Hi 
ris 
th 
ing 
Si 
4 of 
a 
| 
ir 
3 T 
ct 
: 
n 
oi were found to be effettive : 
n 
0 


agranulocytosis, hematuria, and increased 
prothrombin time have been reported with 
prolonged administration of Gantrisin. 


Method 


One hundred fifty-two paraplegic patients 
at the Veterans Administration Hospital, 
Hines, Illinois, were divided into three ap- 
proximately equal groups. Thiosulfil was 
administered to 52 subjects in Group I, Gant- 
risin to 50 patients in Group II, while 30 
patients were given salt, and 20 individuals 
aspirin in Control Group III. Duration of 
therapy ranged from one to four weeks 
(Table 1). 

A comparable dose of each drug was 
given, divided into four doses per day, con- 
sisting of two grams of Thiosulfil, four grams 
of Gantrisin, and 2.4 grams of aspirin and 
salt. No attempt to alkalinize the urine or 
increase the fluid intake was made. Each 
group contained patients with complete and 
incomplete, high and low cord injury levels. 
The bladders were in various stages of re- 
covery. Patients with suprapubic, indwelling 
urethral catheters, and external type drain- 
age were included. 

Only those patients with relatively nor- 
mal function were accepted. This was ascer- 
tained by a urologic work-up, which consist- 
ed of a non-protein nitrogen blood level, 
intravenous pyelogram, residual urine deter- 
mination, cystometrogram, and a cystoscopic 
examination. Cystogram and retrograde pyel- 
ography were utilized in selected cases 
where additional information was necessary. 
Urinalysis, urine cultures and sensitivities 
were obtained previous to therapy and every 


third day while administering the drugs. 
Complete blood counts were determined each 
week during therapy. 


Results 


Urinalysis reverted to normal in 53 per 
cent of the Thiosulfil group and in 48 per 
cent of the Gantrisin treated patients. The 
44 per cent improvement of the salt control 
group was almost comparable to the Gantri- 
sin values. Only 35 per cent improvement 
was noted in the aspirin treated patients 
(Table 2). 

Thiosulfil was ineffective in only 7 per 
cent of the urinalyses as contrasted to 28 
per cent of the urines on Gantrisin therapy. 
Twenty-three per cent of the salt patients 
and 12 per cent of the aspirin control group 
urinalyses had an increase in cell counts. 

The majority of cultures in all three 
groups was positive. Thiosulfil produced one 
negative culture and irradicated 3 per cent 
of the organisms. Four negative cultures and 
1.5 per cent organism irradication were reg- 
istered in the Gantrisin group. Only 1.9 per 
cent improvement and two negative cultures 
were noted in the salt and aspirin control 
groups. The improved cultures occurred 
mainly in efficient automatic type bladders. 

B. Coli and Proteus were the most com- 
mon organisms isolated. Only rarely could 
they be eliminated by either of the chemo- 
therapeutic agents. The most common or- 
ganisms irradicated were Aerobacter Aero- 
genes, Pseudomonas Auroginosa, and B. 
Klebsiella, in that order of frequency. Or- 
ganisms that appeared initially or in the 
early cultures were most liable to be elimi- 


TABLE 1 
Comparison of numbers of patients and amount of drug administered in each group. 
GROUP I GROUP II GROUP III 
(Thiosulfil) (Gantrisin) (Salt) 

Days Total Dosage Number Days Total Dosage Number Days Total Dosage Number 
30 60 gm. 39 30 120 gm. 23 30 72 gm. 30 
27 54 gm. 1 28 112 gm. 5 (Aspirin ) 

25 50 gm. 6 16 64 gm. i 30 72 gm. 10 
23 46 gm. 3 15 60 gm. 1 28 67 gm. 2 
21 42 gm. 2 14 56 gm. 17 24 58 gm. 4 
5 10 gm. 1 10 40 gm. 1 21 50 gm. 3 

3 12 gm. 2 16 38 gm. 1 
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TABLE 2 
Graphs comparing the results of the 


three test groups 


nated while secondary invaders in late cul- 
tures tended to remain. In vitro sensitivities 
for Thiosulfil and Gantrisin were negative 
to the bacteria in question as the drugs act 
mainiy through the reticuloendothelial sys- 
tem rather than directly on the organism. 
Toxicity 

The incidence of toxicity was much lower 
for Thiosulfil, consisting of a single incidence 
of anemia, mild leukopenia and generalized 
dermatitis. Gantrisin produced three cases of 
dermatitis, one of anemia, and three instances 
of leukopenia. Anorexia, nausea, clotting 
aberrances, agranulocytosis, and fevers were 
not produced by either drug. No case of crys- 
talluria, hematuria, or anuria was observed. 
Salt administration caused four instances of 


vomiting which were not sufficiently severe 
to terminate therapy. 


Discussion 


Borque and Joyal stated that the prob- 
68 


ability of lasting cures decreases in the pres- 
ence of concomitant pathologic entities re- 
ducing adequate drainage. Continued catheter 
drainage tends to prolong infection tenden- 
cies due to irritative qualities. Furthermore, 
manipulation of the catheter increases the 
potentiality of infection. The low percentage 
of improvement with both Thiosulfil and 
Gantrisin is undoubtedly due to inadequate 
detrusor muscle activity requiring prolonged 
catheter drainage. Our results indicate that 
improvement was more frequent with effi- 
cient automatic bladders of high level lesions. 
A comparison of the statistics concerning the 
control of infection as indicated by an im- 
provement in urinalysis and cultures for Thi- 
osulfil and Gantrisin indicated that the 
former had a slightly higher rate of improve- 
ment. However, Gantrisin had a higher num- 
ber of negative cultures. 

The low incidence of toxicity from Thio- 
sulfil concurs with those of other workers. 
One of the authors, F. L., has had five non- 
paraplegic patients on prolonged therapy for 
18 months. Despite continued catheter drain- 
age, infection and salt deposition has been 
minimal. Anderson and his co-workers 
treated 375 patients for continuous periods 
up to 23 days with an occasional mild ano- 
rexia and lassitude. Minimal toxic reaction 
was reported in the treatment of 100 acute 
and chronic urologic cases for continuous 
periods up to three years without precaution- 
ary measures by Hughes, Coppridge, and 
Roberts. The lowered dosage in comparison 
to the other sulfonamide preparation may be 
a factor in decreasing the toxic manifesta- 
tion. 

Gantrisin has been shown by numerous 
studies to be effective in a wide variety of 
infections although this is not apparent in 
the data presented. Perhaps if a larger group 
of patients had been studied, a more definite 
conclusion as to its merits could have been 
ascertained. Certainly the toxic element was 
greater than either the Thiosulfil or salt con- 
trol groups. A comprehensive review of 338 
papers reporting 2,850 patients revealed a 
low incidence of toxic reactions. Eighteen 
cases of dermatitis were reported. Anorexia, 
nausea, and vomiting occurred in 26 patients. 
Blood disturbances consisted of eight in- 
stances of prolonged clotting time with pe- 


Rocky Mountain MEpIcAL! JOURNAL 


| 
| H 
} | 
| | 
JZ | 
7 | 
| | 
| 
L | | 
| 


techial hemorrhages and two cases of anemia. 
Leukopenia occurred in seven patients. Six 
instances of agranulocytosis were reported. 
Only an occasional case of nervous mani- 
festations was found. Urinary findings con- 
sisted mainly of 11 cases of crystalluria and 
nine cases of gross hematuria. Anuria has 
been reported in one instance as being due 
to the use of the drug. 

Neither drug in our series produced hem- 
orrhagic dyscrasias or urinary findings. 
Dermatitis was the most severe reaction. The 
single instance of dermatitis with Thiosulfil 
is the first reported in the literature. 


Conclusions 


1. The probability of producing a lasting 


cure in infections of the bladder depends on 
adequate detrusor muscle activity and is de- 
creased in the presence of prolonged catheter 
drainage. 

2. Thiosulfil (Ayerst) is a highly soluble 
sulfonamide derivative which can be admin- 
istered effectively over a long period of time 
with minimal toxic manifestation. 

3. Although Thiosulfil failed to produce 
a high incidence of negative urine cultures 
in paraplegic patients with continuous cathe- 
ter drainage, control of infection as indicated 
by improved urinalysis excelled that of Gan- 
trisin (Roche). 

4. The single instance of dermatitis due 
to Thiosulfil is the first reported in the liter- 
ature. 


Factors in improving ung surgery 


Now that exploratory thoracotomy 
has no greater risk than abdominal 
exploration, it should be utilized 

whenever pulmonary lesions fail to 


resolve under medical management. 


DURING THE PAST QUARTER OF A CENTURY, much 
has been learned about primary malignant tu- 
mor of the lung as well as the surgical means 
for effective management. Since 1933 when 
KE. A. Graham performed the first successful 
pneumonectomy in the treatment of this le- 
sion (the patient a doctor and still living), 
that operation has continued to be the pro- 
cedure of choice in a high percentage of these 
patients. However, in spite of improvement 


*From the Department of Surgery of the University of Chi- 
cago. Presented before the 23rd Midwinter Clinical Session, 
Colorado State Medical Society, February 20, 1958. Dr. Adams 
is Raymond Professor of Surgery. 
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Primary lung carcinoma 


William Adams, M.D., Chicago 


in surgicai management and better methods 
of anesthesia, the risk of operation in patients 
over 60 or 65 years of age continues to be 
undesirably high (10 to 20 per cent). Further- 
more, out of every 100 patients who are seen 
by the physician and who receive the best 
surgical care available, only eight to ten are 
living five years later. Although the results 
of surgical care continued to improve over 
a period of time, during the past several 
years a plateau has been reached. The pres- 
ent communication concerns itself with im- 
portant factors which when applied in the 
management of this problem have consider- 
able to offer in further improving the over- 
all surgical results. 


Indeterminate lesions 


As shown by Rigler' and others, a high 
percentage of these lesions arise outside of 
the primary or secondary bronchi at the on- 
set and when first discovered at x-ray at this 
stage may be defined as “indeterminate” or 
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obscure pulmonary lesions. As they continue 
to grow and increase in size those located 
towards the hilar area of the lung invade 
the primary or secondary bronchi and pro- 
duce symptoms which attract attention to 
their presence. If better results in surgical 
therapy are to be anticipated, these lesions 
must be “discovered” when they are still 
small, usually being found on x-ray screen- 
ing programs either by municipal mobile 
x-ray units or by industrial or educational 
institutions. Therefore, one of our first prob- 
lems is to decide how best to diagnose and 
manage indeterminate or obscure pulmonary 
lesions. 

These indeterminate pathologic conditions 
may be inflammatory, neoplastic, congenital 
or degenerative in nature. They may be cav- 
itary or solid, and may be “silent” or pro- 
ducing symtoms when first observed. Since 
the above screening programs have been put 
into operation, symptomatic lesions are being 
seen much earlier than previously and many 
of the quiescent type that would otherwise 
escape detection for weeks, months or even 
years are being discovered. Since the inci- 
dence of primary carcinoma of the lung con- 
tinues to increase at an alarming pace, the 
importance of early diagnosis of these lesions 
is apparent. 


Methods of diagnosis 

Because of the similarity of the clinical 
features and x-ray findings of primary neo- 
plasm of the lung to these produced by other 
pulmonary lesions, much thought and study 
has been given to the development of meth- 
ods of diagnosis of these conditions (see 
Table 1). Although the list of these proce- 
dures is long, less advanced lesions continue 
to resist identification in a considerable per- 
centage of patients. Leading factors in diag- 
nosis may be revealed by the history and 
physical findings, including age, sex and oc- 
cupation. Clubbing of the fingers and toes 
suggest non-tuberculous infection or neo- 
plasm. Increased red cell volume and hemo- 
globin suggest arterial venous fistula of the 
lung. Cytologic examination of the sputum 
and bronchial aspirant frequently reveals the 
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only positive evidence of specific infection 
or carcinoma. However, in my experience, 
cytologic examination in small peripheral 
lesions has failed to give a positive test for 
malignancy in a high percentage of patients. 
X-ray and fluoroscopic examinations con- 
tinue to be our best means of early detection 
of these lesions. Bronchograms, planograms 
and oblique views as brought out by Rigler* 
are at times helpful. The presence of calcium 
in a pulmonary opacity unless it is arranged 
in concentric rings argues against, but does 
not exclude, malignancy*. However invalu- 
able as x-rays are in the early discovery of 
pulmonary abnormalities, all too frequently 
identification of the pathologic process is 
impossible by this diagnostic method. 

The use of skin tests for sensitivity to 
tubercule bacilli and certain fungi is likely 
to be of differential value only in certain 
selective cases. However, a negative skin test 
for tuberculosis may be of great value in 
differentiation between a malignant tumor 
and that infection. Bronchoscopy reveals 
tumors centrally located, but only when they 
arise in or have invaded the central portion 
of the bronchial tree. In some reported series 
of early cases, bronchoscopic biopsy was posi- 
tive in only 20 per cent of the patients. Thus, 
the value of this procedure is limited in the 
early detection of pulmonary malignancy. 
Lymph node biopsy may be positive in sar- 
coidosis, tuberculosis and carcinoma if this 
latter lesion becomes advanced but it is of 
little value in revealing presence of an early 


TABLE 1 
Methods of diagnosis 


1. History, Physical and Lab. 
2. Sputum Studies 

3. X-rays and Fluoroscopy 

4. Skin Tests 
5 
6 
7 


. Bronchoscopy 
. Lymphnode Biopsy 
. Special X-ray Examination 
a. Planography 
b. Bronchography 
c. Angiocardiography 
8. Diagnostic Pneumothorax and Pneumo- 
peritoneum 
9. Exploratory Thorocotomy 
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malignancy. Diagnostic pneumothorax will 
at times differentiate intrapulmonary from 
mediastinal or chest wall lesions and thus 
is helpful in some cases. 


Common errors in diagnosis 


A. Unresolved pneumonia. 

Since infection of the lung distal to a 
tumor obstructing a bronchus produces the 
clinical features of pneumonitis or pneu- 
monia, it is not surprising that the diagnosis 
of pneumonia is frequently made in these 
patients. However, if the x-ray appearance 
of the chest in the patient within the tumor 
age group does not clear promptly under ade- 
quate therapy, cancer of the lung should be 
strongly suspected. The following is a class- 
ical example of this problem: 


CASE 1 

J. B., a white male of 61 years, complained of 
productive cough, fever and malaise of a few 
days’ duration. He was a heavy cigarette smoker 
and had coughed for over twenty years. Physical 
examination revealed evidence of pneumonia of 
the right upper lobe. X-ray of the chest showed 
an irregular shadow in the upper right lung field 
which was not present on films made four years 
previously. Lateral view suggested that this might 
be an interlobar effusion adjacent to a pneumonic 
area of the lung. After a period of chemotherapy, 
cough lessened and fever disappeared. He had lost 
no weight and his strength remained normal. 

One month later an x-ray of the chest revealed 
some clearing of the shadow. All examinations 
failed to identify a tumor in this patient. Because 
the x-ray shadow had not completely disappeared, 
exploration was recommended. A primary squa- 
mous cell carcinoma was found in the right upper 
lobe and was resected. The importance of not 
delaying exploration when shadows within the 
lung do not disappear in a reasonable length of 
time (four to six weeks) on effective medical 
management is emphasized by this patient (see 
Fig. 1). 


B. Pneumonitis and lung abscess. 

Although pyogenic lung abscess is now 
seldom seen, it still may present difficulties 
in differential diagnosis as indicated in the 
following case report. 


CASE 2 
J. V. was a 45-year-old male with a history of 
cough, fever and hemoptyses. Chemotherapy had 
not given satisfactory results. X-ray of the chest 
revealed infiltration of the upper lobe with cavity 
formation, which was brought out more clearly 
by a planogram. The differential diagnosis includ- 
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ed lung abscess (tuberculous or pyogenic), and 
cavitary carcinoma. Diagnostic studies failed to 
identify the nature of the lesion. The chest was 
explored and the resected specimen proved to be 
a pyogenic lung abscess. However, in view of the 
high incidence of carcinoma of the lung and low 
incidence of pyogenic lung abscess the likelihood 
of finding the former lesion in such a case is 
much greater. Necrosis with excavation of the 
central area of a primary tumor may occur when 
the lesion is still quite small, and present a pic- 
ture not unlike lung abscess as is seen in the next 
patient. 
CASE 3 


A. H. was a 4l-year-old man who presented 
himself without symptoms. X-rays of the chest 
taken at an induction center revealed a small 
opacity measuring approximately 0.5 cm. in di- 
ameter in the lower right lung field. “Wait and 
see” attitude brought no additional information 
during the following three months, but gave the 
patient a false sense of security in the absence 
of symptoms. Thus, there was extension of the 
delay and the patient did not come to surgery 
for a period of fifteen months. X-rays taken over 
this period had demonstrated a gradual increase 


Fig. 1. Case 1—J. B., (a) Upper left, x-ray of chest 
four years before onset of symptoms, showing 
normal findings; (b) upper right, note irregular 
opacity streaming out from hilus in upper right 
lung field; (c) lower left, note shadow in upper 
lung field with opacity suggesting interlobar fluid 
posteriorly; (d) lower right, note persistence of 
shadow in upper right lung field five weeks after 
that seen in upper right view. Operation revealed 
a primary carcinoma located in a secondary bron- 
«hus of the right upper lung lobe. 
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in the size of this shadow which became cavitary 
in nature (see Fig. 2). Pneumonectomy proved 
the lesion to be a squamous cell carcinoma. Al- 
though surgery was not performed until fifteen 
months after discovery by x-ray, metastatic in- 
volvement was fortunately limited to regional 
lymph nodes and the patient is living and well 
eleven years following surgery. 


C. Infected cyst. 

Large cystic lesions of the lung are not 
infrequently seen with advancing years. 
When lined by epithelium they may become 
infected and cause symptoms of productive 
cough and fever common to all pulmonary 
suppurative lesions. The following patient 
presented such a diagnostic problem: 


CASE 4 


S. C., a white male of 64 years, developed a 
productive cough and fever. X-ray of the chest 
revealed a large cavitary lesion in the lower 
right lung field. The diagnosis of a lung abscess 
was made. An x-ray of the chest made two years 
previously had been normal. When the patient’s 
symptoms disappeared on medical therapy, the 
diagnosis was changed to that of infected lung 
cyst. Lobectomy showed the lesion on microscopic 


Fig. 2. Case 3—A. H., x-rays of chest of patient 
covering a sixteen months period. Note small 
opacity in lower right lung field at onset with 
development of excavation and cavity formation 
at various periods nine to twelve months later. 
Excised specimen revealed a cavitary carcinoma. 
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section to be a large cavitary carcinoma. In a man 
of this patient’s age the operation could. easily 
have been delayed on the assumption that he had 
a benign lesion which had responded to medical 
management. 


D. Silent lesions. 

Asymptomatic pulmonary opacities may 
be produced by a variety of lesions. The per- 
centage of these which are due to primary 
lung carcinoma has varied in different re- 
ported series. Higginson’, in a series of thirty- 
nine cases, found that seven (18 per cent) 
were malignant lesions, while Wilkins in a 
group of seventy-seven patients, found thirty- 
five (45.5 per cent) to have malignancies. 
Davis* in a recent exhaustive study of this 
problem in his own patients, found 101 malig- 
nant tumors in 215 individuals (46.9 per 
cent). A review of 1,230 cases reported by 
twenty-five authors revealed the presence of 
malignancy in 442 (36.7 per cent). Thus, the 
importance of early knowledge of the pres- 
ence of these lesions is quite apparent. How- 
ever, as emphasized by Peabody* (see Table 
2) it is only when these lesions are explored 
promptly once they are found on screening 
programs that improvement in surgical ther- 
apy may be expected. The following cases 
are illustrative of the silent pulmonary le- 
sions: 

CASE 5 


A. A., a 46-year-old colored male, had been 
under care for a number of years for far ad- 


TABLE 2 
Indeterminate pulmonary lesions 
Clinical data on 100 consecutive cases. 


Symptomatic 


Lesions Silent 
1. Tumor (50) 

a. Primary . 15 

b. Metastatic ; 8 8 
2. Tuberculosis 13 9 
3. Pneumonitis or abs. _ 14 14 
4. Histoplasmosis ane 3 11 
5. Hamartoma ..... 5 
6. Miscellaneous ....... 4 

a. Aspergillosis ; 1 

b. Blastomycosis 1 

c. Congenital cyst Re: 1 

d. Aneurysm : 1 
Total 51 49 
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vanced bilateral emphysema. He came in on a 
routine visit for an x-ray, which revealed a cir- 
cumscribed opacity in the left lower lung field, 
measuring approximately 1 cm. in diameter (see 
Fig. 5 on right). The nature of this lesion could 
not be determined without thoracotomy. A squa- 
mous cell carcinoma in an early stage of develop- 
ment was found, and a lower lobectomy was 
performed. This patient could not tolerate a larger 
resection because of limited pulmonary reserve. 
No positive lymph nodes were found. This patient 
has remained free of evidence of recurrence for 
over four years following surgery. The decision to 
explore was based on the x-ray appearance and 
the fact that the lesion was not present on earlier 
films (see Fig. 3 on left). 


CASE 6 

The second patient. A. S., was a 60-year-old 
white female who presented herself without symp- 
toms. Several x-rays of the chest made over a 
period of fifteen months revealed little change in 
the size of a mediastinal shadow. This patient 
came to surgery almost three years after the first 
demonstration of tumor by x-ray. By that time 
it had obviously increased in size, although still 
asymptomatic (see Fig. 4). Resection showed this 
to be an adenocarcinoma. Fortunately, no regional 
lymph nodes were involved. This is an example of 
what has been repeatedly observed, viz., that some 
well-differentiated primary lung carcinomas may 
remain approximately the same size for long 
periods of time. This patient expired four years 

following surgery of a cardiovascular lesion. 
continued on next page 
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Fig. 4. Case 6—A. S., x-rays of the chest taken 
over a period slightly less than three years. Note 
isolated opacity in right hilar area progressing 
gradually in size over this period. Below right, 
lateral view of chest showing opacity actually 
located in the anterior portion of the midlung 
field. Operation revealed this to be located in the 
anterior portion of the right middle lobe and 
microscopic section showed it to be an adeno- 
carcinoma. 


Fig. 3. Case 5—A. A., two PA views of the chest showing (a) left, normal findings other than for a 
teral emphysema two years prior to discovery of (b) right, isolated opacity in the left midlung 
Because of marked bilateral emphysema, only a left lower lobectomy was made which revealed 


® squamous cell carcinoma of the lung. 
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CASE 7 

The next patient, M. A., was a 48-year-old 
female who presented a similar problem, namely 
a silent pulmonary shadow. On x-ray it appeared 
somewhat scalloped and showed no evidence of 
calcification (see Fig. 5). This lesion was resected 
by lobectomy and found to be an alveolar cell 
earcinoma. She has remained well for over five 
years since surgery. 


CASE 8 

In my experience, the longest period of x-ray 
evidence of an asymptomatic pulmonary opacity 
which proved to be a primary carcinoma was 
nine years and was found in a white female, 62 
years of age (H. T.). This patient’s lesion was a 
squamous cell carcinoma and although resectable, 
regional lymph nodes were involved and the pa- 
tient expired later of metastases. 


M.A. 545916 
4-1-52 


Fig. 5. Case 7—M. A.. PA view of the chest show- 
ing an isolated opacity In the r right 
field. Note tendency towards umbilication of t is 
lesion. Microscopic sections of the excised tissue 
showed this to be an alveolar-cell carcinoma. 
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CASE 9 
On some occasions two or more silent lesions 
may be found in the same lung or one each in 
both lungs. When more than one lesion is ob- 
served, they are likely to be due to metastatic 
tumor or to be non-malignant in nature. A 54- 


year-old white male (C. K.) presented x-ray 
evidence of two lesions of different etiology, both 
being asymptomatic and both being on one side. 
One proved to be a hamartoma and the other 
adenocarcinoma, primary in type. This patient had 
been under treatment for symptoms of essential 
hypertension, the lung lesions having been found 
on routine filming of the chest. 


Indeterminate pulmonary lesions may be 
produced by almost any pathologic condition 
within the lung and may be either asympto- 
matic or produce non-descript pulmonary 
symptoms. As illustrated by x-rays of the 
chest of six different patients seen in Fig. 6, 
these lesions produced opacities varying in 
size, shape and location within the chest. 
All have one thing in common, namely a cir- 
cumscribed pulmonary opacity. The condi- 
tions illustrated in this figure, namely (from 
left to right and above, down), interlobar 
cyst, metastatic tumor, primary carcinoma 
of the lung, hamartoma, arteriovenous fistula 
with aneurysm of the lung and tuberculoma 
may show many similarities on x-ray exam- 
ination. None of these lesions had produced 
pulmonary symptoms. Since exploratory 
thoracotomy carries no greater risk than ex- 
ploratory laparotomy in patients who are 
otherwise in good health, this method of 
diagnosis must be used when all other studies 
fail to identify the true pathologic nature of 
the lesion. 


Results of exploration 


Although results of surgical therapy in 
patients with primary lung carcinoma which 
were found on film survey and reported by 
Boucot and Sokeloff* were disappointing, 
other reports have been most encouraging. 
The resectability rate for primary lung tumor 
in a group of survey cases reported by Paul- 
son and Shaw’ was 100 per cent, and in an- 
other series reported by Overholt* was 75 
per cent. Furthermore, the tumor had not 
spread beyond the confines of the lung in 
75 per cent of the patients in the latter sur- 
vey. In a review of 100 personal consecutive 
cases of indeterminate pulmonary lesions, 50 
per cent were found on exploration to have 
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a malignant tumor of the lung. Eight of these 
were metastatic and forty-two were primary 
in type. Other lesions in which a diagnosis 
could not otherwise be made were: tubercu- 
losis (13), pneumonitis or lung abscess (14), 
histoplasmosis (14), hemartoma (5) and one 
each of aneurysm, aspergillosis, blastomycosis 
and congenital lung cyst. Of the forty-two 
primary lung cancers, twenty-seven produced 
symptoms and fifteen were silent. It is sig- 
nificant that whereas thirteen of the fifteen 
silent tumors or 86.6 per cent, were resect- 
able, only fourteen of twenty-seven, or 51.8 
per cent, of those producing symptoms were 
resectable. Of even greater importance is the 
fact that most of the asymptomatic group re- 
vealed no regional lymph node metastases 
and thus will likely show a longer survival 
rate. Screening programs therefore have 


much to offer in the early detection and suc- 
cessful therapy of primary lung cancer if 
surgery is utilized as soon as the lesions are 
detected (see Table 2). 

Another factor of therapeutic significance 
in peripherally located obscure pulmonary 
lesions is the choice of operation and its 
correlation with cardiopulmonary reserve. 
In view of the advances in surgical technic, 
prevention of shock and the development of 
safe anaesthetic management, mortality rate 
during and immediately following pneumo- 
nectomy should be less than is currently 
reported. A study of the causes of operative 
and postoperative deaths following total 
pneumonectomy reveals significant findings. 


Cause of fatalities 


In 410 personal operations, the cause of 


| 
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Fig. 6. PA views of six patients, all showing a circumscribed pulmonary ger wg re ned 
ferent type of pulmonary lesion. These were as follows: from left to right : Bie oo on 
Monary cyst, metastatic sarcoma from the uterus, and primary 
‘to right: hamartoma of the lung, A-V fistula with aneurysm of the lung and tuberc g 
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fatality in forty-six patients within one 
month following surgery was found to be 
cardiorespiratory insufficiency in 43.5 per 
cent and cardiovascular dysfunction in an- 
other 21.8 per cent. Infection with or without 
bronchial fistula was the principal complica- 
tion in only four patients or less than 10 per 
cent of the total deaths, and 1.4 per cent of 
the resected cases. Thus it is obvious that a 
thorough study of cardiovascular and pul- 
monary status is important in reducing the 
risk of surgery, especially in older people 
(see Fig. 7). 

It is well appreciated that cardiopul- 
monary reserve tends to decrease with age 
after the fourth decade of life. Since life ex- 
pectancy is increasing, the frequency of 
these operations performed in older people 
becomes greater. Statistics reported by Cole” 
and also from the University of Chicago'’ 
show that although many operations of elec- 
tion may be as safe for the elderly as for 
young individuals, this is not true when pul- 


monary capacity is reduced, or when the 
cardiorespiratory function is decreased by 
interference with pulmonary ventilation as 
is the case in upper abdominal and thoracic 
operations. The true status of cardiopulmo- 
nary reserve, either before, during or follow- 
ing surgery, may be difficult to determine. 
Cyanosis per se is a poor means for early 
detection of hypoxia, since it is absent until 
a considerable desaturation of the blood oc- 
curs. With lowered oxygen saturation, more 
work is thrown on the heart. Moreover, in 
the older age group it is well recognized 
that lowered blood volume (hypovolemia) 
is frequently present, thus making an addi- 
tional strain on the heart. 


Pulmonary hypertension 


In man or animal, reduction of lung 
capacity by disease or operation to a point 
beyond 50 per cent of normal is likely to 
result in pulmonary hypertension. This in- 
creased tension is further elevated by mild 
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Fig. 7. O. C., x-ray of the chest showing primary lung tumor which was removed by total pneumo- 
nectomy. Pulmonary artery pressure prior to resection was 39 cm. of water and following resection 
had risen to 53 cm. of water. The patient seemed to have a satisfactory convalescence during the first 
week following surgery, then developed evidence of beginning cardiac decompensation. On the right 
is shown the oxygen saturation levels with and without oxygen via nasopharyngeal catheter. The pa- 
tient expired three and one-half weeks following surgery with the characteristic findings of cardiac 
decompensation. 
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exercise’ '*. When pulmonary hypertension 
with increased work-load on the right heart 
develops gradually in the case of pulmonary 
disease, it is much more easily tolerated than 
when produced suddenly by total pneumo- 
nectomy or other lung resection. 

Determination of pulmonary pressure may 
be made before or during surgery. Using a 
balloon tipped cardiac catheter, determina- 
tion of pulmonary tension may be made be- 
fore and following occlusion of the artery 
of the lung to be resected. During surgery, 
the tension may be measured before and fol- 
lowing obstruction of the pulmonary artery 
at the time it is mobilized. Since a consider- 
able percentage of patients treated by sur- 
gery for this lesion are in the older age 
group, namely above 55 or 60 years of age, 
pulmonary hypertension of a significant de- 
gree following pneumonectomy may be an- 
ticipated in perhaps as many as 25 per cent. 
Because of the increased risk attending pneu- 
monectomy in the older age group, whenever 
possible a lesser amount of lung resection 
is advisable. In view of the fact that pneu- 
monectomy with removal of regional lymph 
nodes is the best operation for carcinoma of 
the lung in many patients, a prior knowledge 
as whether the patient can tolerate this ex- 
tensive removal of lung tissue is of para- 
mount importance. Twenty-seven of forty- 
two patients in the series of 100 cases of in- 
determinate pulmonary lesions were in the 
older age group. In twelve of these patients 
only one or two lobes were removed, whereas 
in fifteen it was necessary to extirpate the 
entire lung. 

A recent study was made in dogs and 
patients, eight to fourteen years following 
reduction of lung capacity by pulmonary re- 
section. Blood oxygen saturation, pulmonary 
artery pressures and_ electrocardiographic 
values were determined. In dogs with func- 
tioning lung capacity reduced to 25 per cent 
of normal, it was found that only partial 
adjustment in pulmonary hypertension and 
blood oxygen saturation had been made in 
the eight years since surgery. In patients 
the degree of hypertension and cor-pulmonale 
had at times increased in the six to twelve 
years following pneumonectomy. Some pa- 
tients had become cardiac cripples and others 
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could tolerate but little exercise. Only mild 
amounts of exercise for these patients in- 
creased pulmonary tension by as much as 
two to three times normal values. In other 
patients the cardiopulmonary reserve was 
moderately good'*. It is therefore evident 
that excision of less than one entire lung is 
advisable when it seems likely that all tumor 
bearing tissue will be removed by this pro- 
cedure. 


Fig. 8. Photograph of recording oximeter utilizing 
the wood earpiece. The sensitivity of this instru- 
ment was such that almost instantaneous response 
to variation in arterial-blood-oxygen saturation 
was indicated. 


Several years ago following suggestions 
of Dr. H. Livingston, Director of Anesthesi- 
ology at the University of Chicago Clinic, a 
recording oximeter utilizing the wood ear 
piece was developed and constructed by Dr. 
John F. Perkins, Jr., Associate Professor of 
Physiology, Department of Physiology". This 
apparatus provides a continuous recording 
of the arterial blood oxygen saturation, and 
thus a knowledge of the status of that por- 
tion of the pulmonary function is constantly 
available (see Fig. 8). It has been used as 
(a) a diagnostic tool for the study of the 
patient at rest and during exercise prior to 
surgery, (b) during surgery, since at that 
time pulmonary function may be altered by 
drugs, retained secretions in the air passages, 
and the operative procedure per se; and (c) 
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following surgery in order to determine if 
and how much oxygen therapy is indicated 
during the convalescence of the patient (see 
Fig. 9). 


Fig. 9. Oximeter in use in the recovery room 
following surgery. Because of the large scale and 
the extreme sensitivity of the instrument. changes 
may be seen for distance of nine to twelve feet 
away. Since adequate oxygenation of the tissues 
during the period while the patient is still un- 
conscious following surgery is of paramount im- 
portance and knowledge of the status of oxygen 
saturation is extremely important, the value of 
the oximeter is quite apparent. 


Postoperative management 


The use of the recording oximeter im- 
mediately following surgery and for as long 
thereafter as the patient’s condition indicates, 
is helpful in evaluating pulmonary function 
and the need for oxygen therapy. In patients 
with markedly reduced pulmonary reserve, 
the saturation may be as low as 80 per cent 
or less for as long as two weeks postopera- 
tively. In spite of this low level, as little as 
1 to 2% liters flow of oxygen per min. may 
be sufficient to bring the level of blood 
oxygen saturation to normal. In certain cases 
of emphysema the saturation of oxygen may 
go even lower. Yet the administration of 
little more than 1 to 3 liters of oxygen per 
minute via nasal catheter may raise it to a 
normal level. This extreme lowering of oxy- 
gen saturation was often associated with 
polycythemia and extreme degrees of em- 
physema. The lowered oxygen saturation was 
not infrequently associated with pulmonary 
hypertension. In a series of fifty cases studied 
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with a recording oximeter following surgery, 
the average level of oxygen saturation with- 
in the first twenty-four hours was 88 per 
cent’. A satisfactory level of oxygenation 
was obtained by oral-pharyngeal catheter ad- 
ministration of 1 to 5 liters of oxygen/minute. 
Under this therapy the pulse and respiration 
usually decreased in rate. 


Summary 


In conclusion, factors of significance in 
improving surgical management include early 
therapy for obscure pulmonary lesions and 
preoperative determination of patients’ pul- 
monary resection tolerance. Obscure pulmo- 
nary lesions present a challenge in diagonsis 
and therapy. A high percentage of these in- 
determinate pathologic lesions prove to be 
malignant lung tumors. The value of screen- 
ing programs to reveal these lesions should 
considerably enhance effective surgical man- 
agement of primary lung carcinoma by: (1) 
increasing resectability rate while the tumor 
is still small and (2) increasing longer sur- 
vival rates due to resection before regional 
metastases occur. It also will decrease the 
necessity of resection of an entire lung in a 
considerable percentage of patients where 
preoperative determinations of pulmonary 
resection tolerance indicate that a severe de- 
gree of pulmonary hypertension will result 
following a total pneumonectomy. ® 
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Management of gastric ulcer 


Jesse E. Adams, M.D., John L. Sawyers, M.D., Kenneth L. Classen, M.D.., 


and H. William Scott, M.D., Nashville, Tennessee 


A surgeon emphasizes, with statistics, 
the surgeon’s long held viewpoint that 
the only safe and sensible course in 


treatment of gastric ulcers is to operate. 


THE PATIENT WITH GASTRIC SYMPTOMS who is 
found to have a roentgenographically demon- 
strable ulcerating lesion of the stomach pre- 
sents two major problems to the clinician 
responsible for his welfare. The primary 
problem is to determine whether or not the 
“ulcer” represents ulceration of a malignant 
or benign tumor of the stomach. The second- 
ary problem which can be faced only after 
the presence of tumor is excluded is that of 
the optimal treatment for non-malignant pep- 
tic ulcer of the stomach. 

For many years the approach to this prob- 
lem has been to recommend surgical inter- 
vention in those patients with ulcerations of 
the stomach who have associated findings 
strongly suggestive of cancer. However, in 
those individuals in whom the ulcer is 
thought to be benign on clinical grounds the 
generally accepted plan of management has 
been to advise a trial of medical therapy con- 
sisting of diet, antacids and antispasmodics 
for a period of three to six weeks with sur- 
gical intervention if the ulcer fails to heal 
as evidenced by relief of symptoms and by 
findings on repeated roentgen examinations. 

Recently a number of clinicians includ- 
ing Ochsner’, Ravdin* and others have ques- 
tioned the wisdom of delaying surgery in the 


*From the Department of Surgery, Vanderbilt University 
School of Medicine, Nashville, Tennessee. Dr. Scott is Pro- 
fessor of Surgery at Vanderbilt. 
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latter group for several reasons: (1) the vir- 
tual impossibility of differentiating benign 
from malignant gastric ulcers without histo- 
logic study of the lesion; (2) the high inci- 
dence of recurrence and hazardous complica- 
tions in patients with medically managed 
gastric ulcer, and (3) the generally good re- 
sults of surgical treatment of benign gastric 
ulcer. This skeptical attitude towards the 
time-honored medical approach to gastric 
ulcer has stimulated our interest in the prob- 
lem. 


Appraisal of classical management 


We have recently made a detailed study 
of 186 patients with gastric ulcer seen at Van- 
derbilt University Hospital during a fifteen- 
year period from 1940 through 1954. Only 
those patients with strong clinical suggestions 
of carcinoma were operated on immediately. 
The majority were given a trial of medical 
management prior to consideration of surgi- 
cal intervention. In this group of 186 patients 
the incidence of verified malignancy was 11.8 
per cent. Of the twenty-two patients with 
ulcerated cancers of the stomach only eight 
were operated on within the first two months 
after a “gastric ulcer” was demonstrated and 
one, who was never operated on, died with 
metastatic gastric cancer after prolonged 
medical treatment. The survey reconfirmed 
the well known fact that a small ulcerated 
gastric carcinoma may “heal” on a medical 
regimen only to metastasize subsequently. 

Despite a theoretical method of manage- 
ment consisting of rigid medical control and 
repeated roentgen examinations with the 
plan of surgical intervention for failure of 
prompt healing in a few weeks, only 26 per 
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cent of the medically treated patients could 
be adequately followed. 

The study has shown that a high incidence 
of recurrence (24 per cent) with attendant 
hazardous complications has occurred in 
medically managed gastric ulcers and that 
this incidence increases proportionately with 
the length of follow-up. Only one-fourth of 
the patients with gastric ulcers which re- 
curred on a medical regimen were referred 
for surgery despite the accepted plan of 
prompt operation in such instances. Of the 
186 patients only seventy (37 per cent) were 
apparently permanently relieved of gastric 
ulcer by a medical regimen alone. 


Appraisal of surgical treatment 


Critical evaluation has been made of the 
results of operative treatment of ulcerated 
lesions of the stomach in 170 patients at Van- 
derbilt University Hospital and the affiliated 
Thayer Veterans Administration Hospital. 
Ninety-three patients in the surgically 
treated group were a part of the previously 
described series of 186 patients. To these may 
be added seventy-seven additional patients 
who have been treated surgically in our two 
hospital services so as to provide a total of 
170 patients in whom results of surgical treat- 
ment may be appraised. In this group of pa- 
tients the lesion proved to be an histologically 
verified benign peptic ulcer in 140 instances. 
In thirty patients neoplastic ulcers were dem- 
onstrated. (Table 1.) 

Guiding principles of management of ul- 
cerating gastric lesions in this surgically 
treated group were the classical ones de- 
scribed in the previous section. Resectability 
rate in the twenty-nine malignant lesions was 


TABLE 1 


Analysis of neoplastic ulcerations of 
the stomach 


Carcinoma 


Lymphosarcoma ................ 3 
Reticulum cell sarcoma ............................ 1 

30 
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78 per cent. In the twenty-three resected 
cases with malignant tumors there was one 
postoperative death, giving an operative mor- 
tality rate of 4.3 per cent in this group. In six 
patients metastases at the time of operation 
precluded attempts at surgical removal of the 
tumor. It is interesting that three of the 
twenty-nine patients (10 per cent) with 
malignant gastric ulcers had associated duo- 
denal ulcer. Follow-up studies of the patients 
with resectable lesions have shown that 43 
per cent have survived from two to eleven 
years (Fig. 1). 


43% 
yr. 
Survivals 


Among the 140 patients with surgically 
treated benign gastric ulcer, indications for 
operation were as listed in Table 2. Twenty- 
six, or 18 per cent of this group, had associ- 
ated duodenal ulcer. The locations of the 


TABLE 2 
Indications for operation in patients 
with benign gastric ulcer 


Diagnosis of probable carcinoma..42—30% 
Obstruction, hemorrhage or 


Failure of ulcer to heal.................... 32—23% 
Recurrence of gastric ulcer............ 4— 3% 

140 
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benign gastric ulcers of this series are indi- 
cated in Fig. 2 along with the locations of 
the surgically treated malignant ulcers. 


SCIDENCE OF MALIGNANCY BASED ON 26! 
¢ OF ULCERATING LESIONS OF THE STOMACH | 


Fig. 2 


With few exceptions the operation per- 
formed in the 140 patients with benign gastric 
ulcer consisted of a 50 to 75 per cent resec- 
tion of the distal stomach including the ulcer 
with anastomosis of the gastric stump to the 
small intestine by a Billroth II type of gastro- 
jejunostomy. More recently gastroduoden- 
ostomy of the Shoemaker-Billroth I variety 
was done in the majority of patients. Vagot- 
omy was added to the resection in seventeen 
patients. There were four postoperative 
deaths among the 140 surgically treated pa- 
tients with benign gastric ulcer—an operative 
mortality rate of 2.8 per cent. 

In over 90 per cent of the patients who 
have been followed from one to twelve years 
a good result from operation has obtained. 
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In no patient in the entire surgical series has 
recurrence of gastric ulcer been observed. 
However, in four instances marginal ulcers 
developed from four months to three years 
after operation. The incidence of marginal 
ulcer has thus been 2.8 per cent in the sur- 
gically treated group of patients with benign 
gastric ulcer. Re-resection was successfully 
carried out in each of these patients, two of 
whom had bilateral vagotomy added. The 
subsequent course of each patient has been 
satisfactory. 


Comment 

In a previous study we made a detailed 
analysis of various pre-operative diagnostic 
technics which can be used in attempting to 
differentiate benign and malignant gastric 
ulcerations’. Gastroscopy proved to be of no 
value in 40 per cent of patients examined 
because of difficulties in visualization of the 
lesion. In the remaining patients in whom 
the lesion was visualized gastroscopically di- 
agnosis was inaccurate in 14 per cent. Ap- 
praisal of data from gastric analysis in pa- 
tients with gastric ulcerations demonstrated 
that anacidity is not incompatible with be- 
nign gastric ulcer but is more than three 
times as frequent in patients with malignant 
ulcer. While no patient with malignant ulcer 
had free acid over 51 degrees only 5.5 per 
cent of the benign cases had gastric acid 
determinations above this level. Thus gastric 
acid levels in individual cases usually offer 
little ancillary help in the attempt to dif- 
ferentiate benign from malignant gastric ul- 
cers. Gastric cytology may be helpful in 
establishing a diagnosis of cancer when 
studies are positive but negative findings by 
no means exclude existence of a malignant 
lesion. Certainly the most accurate preopera- 
tive method of appraisal of gastric ulcera- 
tions is contrast roentgenography and many 
skilled radiologists are able to maintain a 
high level of accuracy in their attempts to 
differentiate benign and malignant gastric 
lesions. However, under no circumstances can 
radiologic study preclude possible existence 
of cancer in an ulcerated lesion of the stomach 
in an unequivocal manner. The inescapable 
conclusion of this study is that it is impos- 
sible to definitely differentiate benign from 
malignant gastric ulcerations by any other 
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means than microscopic examination of the 
excised ulcer. 


Medical vs. surgical management 


Medical management of the benign gastric 
ulcers in this study was generally unsatis- 
factory in that 74 per cent of the medically 
managed patients could not be adequately 
followed by the desired program of rigid 
medical control and repeated roentgen exam- 
inations. In the group of patients with benign 
ulcer who could be followed on a medical 
regimen, incidence of recurrence was 24 per 
cent and the rate of recurrence increased pro- 
portionately with length of follow-up. 

In contrast to the inadequacies of medical 
management, results of surgical treatment 
have been gratifying. In our series of 170 
surgically treated patients, thirty were found 
to have ulcerated tumors; all but one of 
which was found to be malignant. The sal- 
vage rate of 43 per cent in the two to eleven 
year survivors far exceeds that usually at- 
tained in surgical treatment of other mani- 
festations of gastric cancer. Hoerr' has re- 
cently reported similar findings in a study of 
his surgically treated patients at the Cleve- 
land Clinic, having attained a fourfold in- 
crease in per cent of three to five year sur- 
vivals in his malignant ulcer group as com- 
pared to salvage from non-ulcerating gastric 
carcinoma. Over-all operative mortality rate 
in this group of 170 patients was 2.8 per cent, 
and this same low rate obtained in the group 
of 140 patients with surgically treated be- 
nign ulcers. 

The work of Dragstedt and others' has 
produced strong evidence that gastric ulcer 
is promoted by stasis with hyperactivity of 
the gastric antrum. Our patients with be- 
nign gastric ulcers as in most clinics have 
been treated by 50 to 75 per cent resection of 
the distal stomach. Since physiologic studies 
indicate that antral hyperfunction and not 
vagotonia is the factor responsible for gastric 
ulcer, this type of operation — antrectomy 
with excision of the ulcer in continuity — 


seems to solve both the physiologic as well 
as the pathologic problems of gastric ulcer. 
No recurrence of gastric ulcer has been en- 
countered in any surgically treated patient in 
this series. However, the incidence of margin- 
al ulcer (2.8 per cent) while low as compared 
to the recurrence rate of 24 per cent in medi- 
cally treated patients, raises a question as to 
the possible advisability of adding vagotomy 
to the resection. While Dragstedt has shown 
that most patients with gastric ulcer are not 
hypersecretors, nevertheless 18 per cent of 
our surgically treated patients with gastric 
ulcer had associated duodenal ulcer. Use of 
concurrent vagotomy to protect the stoma 
is in our opinion certainly sound in this 
group. While certain physiologic studies sug- 
gest that a less extensive operation than par- 
tial gastrectomy might prove to be satisfac- 
tory for benign gastric ulcer (e.g., wedge 
excision of the ulcer with pyloroplasty), pos- 
sibility of grossly unrecognized malignancy 
in ulcerating lesions of the stomach requires 
a therapeutic operation which removes the 
lesion with a wide margin. 


Summary 


A study was made of classical manage- 
ment of gastric ulcer in 186 patients at Van- 
derbilt University Hospital. Appraisal of re- 
sults of surgical treatment of ulcerating le- 
sions of the stomach in a total of 170 patients 
at Vanderbilt and Thayer Veterans Admin- 
istration Hospitals was also made. The study 
has led us to the conclusion that patients 
with ulcerating lesions of the stomach should 
have prompt surgical intervention without a 
preliminary trial of medical management. ® 
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» 1-131 in thyroid conditions’ 


A scholarly review of the 

radioisotope of iodine, 

its use in evaluating thyroid conditions, 
and its use in treatment of 

thyroid and cardiopulmonary 


conditions. 


NUCLEAR MEDICINE TAKES ITS ORIGIN from a 
discussion of Fermi’s report of his production 
of radioactive iodine in 1934. Since then an 
intensive amount of work has been done and 
a vast literature has accumulated. Here we 
will consider some of the most important 
features of the use of I-131 in thyroid condi- 
tions. 


Physical considerations 


Isotopes are atoms of similar atomic num- 
ber but of different atomic weights. In a 
given element the number of protons having 
a positive electric charge in the nucleus must 
remain constant to maintain the identity of 
the element and to give the atom its chemical 
characteristics. Neutrons, which are tight 
combinations of protons and electrons, and 
therefore electrically neutral or without 
charge, can vary in number in the nucleus 
of the atom, giving a variety of isotopes, 
some of which may be unstable combinations 
which lend themselves to change. These 
changes or disintegrations are accompanied 
by emanations of radioactive energy. Three 


*Presented at the First Annual Meeting of The Colorado 
Society of Nuclear Medicine, held at the Denver V. A. Hos- 
pital, May 28, 1958. From the Department of Radiology, 
Radio-isotopes Division, General Rose Memorial Hospital, 
Denver, Colorado. The author is Associate Professor of 
Radiology, University of Colorado Medical Center. 


for Marcu, 1959 


Morris H. Levine, M.D.. Denver 


forms of radioactive energy are commonly 
identified: (1) the alpha particle or ray, 
which is the nucleus of the helium atom con- 
taining two protons and two neutrons, and 
carrying positive electrical charge; (2) the 
beta particle or ray, which is an electron, 
generally negatively charged; and (3) the 
gamma ray, an electromagnetic, non-particu- 
late form of energy, in many respects similar 
to x-ray or cosmic radiation. 

In the process of radioactive disintegra- 
tion the atom involved changes to an atom 
of a different element; e. g., radium in giving 
off an alpha particle is converted to lead 
which has a lower atomic number for having 
lost protons. When a beta particle is ex- 
truded, it has broken away from its tight 
combination with a proton in the neutron, 
leaving the newly established proton with 
an added positive charge in the nucleus of 
the atom. With the addition of this new pro- 
ton, the atom then assumes different chem- 
ical characteristics, that of the element of 
one higher atomic number. This happens with 
radioactive iodine, radioactive phosphorous 
and radioactive strontium. Having been in- 
corporated into a molecule as an atom of one 
element, the change to an atom of another 
element within a molecule which forms part 
of a living cell may bring about not only the 
physical effects due to radiation but also 
chemical changes which may alter the ac- 
tivity of the cell and may destroy the cell. 

Thus while we commonly think of changes 
arising from the use of radioactive materials 
as being a physical phenomenon because we 
have intriguing detection and measuring in- 
struments for this, we may be neglecting to 
give proper consideration to the microchem- 
ical changes within the living cell which may 
be an equally important factor in the trans- 
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formation of activity or death of the involved 
cell. Gamma radiation, like x-radiation, af- 
fects living cells by extruding electrons from 
their location in cell molecules and convert- 
ing them to beta rays, after which the effect 
of gamma or x-radiation becomes similar to 
the effect of beta radiation from radioactive 
materials. 

Radioactive iodine, I-131, which has in its 
atomic nucleus four neutrons more than are in 
the stable I-127 nucleus, has a disintegration 
rate such that 50 per cent of its energy is lost 
every eight days. This is called a half life 
of eight days. In the process of radioactive 
disintegration it gives off a small fixed per- 
centage of gamma radiation, which conveni- 
ently makes its presence easily detectable by 
instruments at a distance. Nearly all of the 
radiation produced in I-131 is in the form of 
beta rays whose energy is such that their 
maximum penetration in tissue is 2 mm. 
The radioactive energy of I-131 is almost 
ideally localized to its zone of radioactive 
disintegration. 


Measurement of thyroid activity 

Since in nearly every individual the 
amount of iodine taken up by the thyroid 
gland from the blood circulation is used for 
production of the thyroid hormone, estima- 
tion of iodine uptake by the thyroid gland 
becomes an excellent index of thyroid func- 
tion. Normally the adult thyroid requires 
about 100 micrograms of iodine a day. There 
are many factors of local and distant origin 
which influence uptake of iodine and its 
incorporation into the thyroxine molecule, 
but a chief regulatory factor is the thyroid 
stimulating hormone (TSH) of the pituitary 
gland which seems, in turn, to be controlled 
by activity of the hypothalamus. 

Since the chemical activity of I-131 is 
identical with that of stable I-127, a minute 
amount of I-131 can be administered, usually 
by mouth in a fasting state, and the per- 
centage of uptake studied by measuring the 
gamma emanation from the thyroid gland 
with a sensitive counting instrument after 
a suitable interval, usually 24 hours. Normal 
euthyroid values range between 10 and 40 
per cent uptake. Below 10 per cent uptake 
is considered hypothyroid range. Above 55 
per cent uptake is hyperthyroid range and, 
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with rare exceptions, indicates hyperthyroid- 
ism. The range between 35 and 55 per cent 
is a borderline area between euthyroid and 
hyperthyroid state. That iodine which is not 
taken up by the thyroid is almost entirely 
and rather rapidly excreted through the 
kidneys. If carefully collected, the urine 
usually contains a reciprocal fraction of ad- 
ministered iodine 131. 


PBI and BMR 


The thyroid is the regulator of oxidation 
at the cells through its hormone, thyroxine. 
The thyroid hormone is an iodine-protein 
molecular combination which can be meas- 
ured in the circulation by determining the 
amount of protein-bound iodine. Normal 
range for this is 4 to 8 micrograms per 100 
cc., with lower figures indicating hypothy- 
roidism and higher figures a hyperthyroid 
state. It has a high degree of accuracy also. 

Estimation of thyroid activity was done 
prior to the above tests by measurement of 
oxygen used by an individual as an index of 
heat production while at rest but awake, re- 
cumbent and without food for 12 hours. This 
test has a comparative low accuracy but in 
some circumstances, as when both the I-131 
uptake and the PBI test cannot be done, this 
measurement of the basal metabolic rate 
may prove useful. Normal range is usually 
taken to be between —15 and +15. 

No one laboratory procedure is infallible 
and each has its inherent inaccuracies. A 
relative evaluation of accuracies of these 
three tests by Jaffe is as follows: I-131 up- 
take 95 per cent, PBI 80 per cent, BMR 67 
per cent. Bauer has listed accurates as fol- 
lows: 


Method of examination Estimate of accuracy 


History and physical 


(in good hands) .. 75-90 % 
Cholesterol .. 20-50% 
BMR ....50-70% 
PBI ......-70-85 % 
I-131 uptake ......... ....80-90 % 


Thyroid Suppression Test 
(1-131 uptake after thyroxin)..85-95% 
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Our own feeling is that both the I[-131 
uptake and PBI have a higher degree of 
accuracy if done in good laboratories than 
Bauer credits them, with the PBI probably 
carrying a higher degree of accuracy than 
Jaffe’s and Bauer’s figures indicate, and that 
of the two methods the I-131 uptake is the 
more dependable, but that both are best done 
simultaneously when thyroid function evalu- 
ation is required since they are good checks 
on each other and divergent figures in these 
tests are often indicative of a diagnosis. 


Method of 1-131 uptake study 


On an empty stomach 30 microcuries are 
usually given by mouth in water. All urine 
passed in the next 24 hours is collected. At 
the end of the 24-hour interval, radio-activity 
over the thyroid gland is directly measured. 
The urine content is also measured for the 
confirmatory reciprocal fraction. Allowances 
are made for background radio-activity, e. g., 
cosmic radiation. Allowance for interval 
radioactive disintegration is usually made by 
using as a standard an amount equal to the 
amount administered and taken from the 
same stock solution or stock capsule group. 


Preparation 


Iodine should be omitted from dietary in- 
take for seven days, especially sea foods. 
Iodized salt may occasionally interfere with 
the test, therefore use of non-iodized salt is 
preferred in this interval. Rutabagas and 
turnips also may influence the test. There 
should have been no recent treatment with 
steroids, sulfa drugs, PAS or PABA, buta- 
zolidine, iodides or thyroid extracts. Patient 
should have been without propylthiouracil 
for several days. He should not have had 
administered iodine containing contrast me- 
dia for some time, such as in urography or 
cholecystography. Retained lipiodol or panto- 
paque will affect the uptake (and PBI) as 
long as these are in the body, which may be 
years. 


Thyroid suppression test 


In equivocal cases, the borderline group 
between hyperthyroidism and euthyroidism, 
employment of thyroxine or triiodothyronine 
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Influences on 1-131 uptake 


Elevated by Decreased by 


Severe iodine Steroids 
deficiency Antithyroid drugs 
Withdrawal of anti- Suifas, PAS, PABA 
thyroid drugs Iodine x-ray contrast 
Hyperthyroidism media 
Thyroid stimulating Thyroid extracts 
hormone (TSH) Butazolidine 


Thyroiditis, occasionally 

Severe renal loss of 
iodine 

Sea food, turnips 

Anterior pituitary lobe 
failure 

Hypothyroidism 


prior to tracer uptake study may be useful. 
Triiodothyronine 0.075 grams is given by 
mouth, daily, for seven days after the equivo- 
cal I-131 uptake study. On the seventh day 
an I-131 tracer dose is again given, after 
measurement and allowance for residual 
radioactivity in the gland. A 24-hour uptake 
is determined the next day. Failure of the 
uptake to decrease significantly is indicative 
of hyperthyroidism since triiodothyronine 
(or thyroxine) sharply decreases the uptake 
in the euthyroid gland. A sharp drop, usually 
to less than 20 per cent uptake, confirms the 
euthyroid state. There are other supplemen- 
tary tests for the equivocal hyperthyroid- 
euthyroid range uptake case but for several 
reasons the thyroid suppression test appears 
best. 


Indications for 1-131 treatment 
of thyrotoxicosis 


Postoperative recurrence 

Propylthiouracil failure 

Poor surgical risk 

Severe exophthalmos 

Diffuse toxic goitre 

Occasional nodular toxic goitre 

It is now quite generally accepted that 
I-131 therapy for diffuse toxic goitre in suit- 
able cases is the method of choice. While 
many therapists feel that nodular toxic goitre 
is also best treated by I-131, claiming that 
only 1 per cent or less of toxic nodular goitre 
is malignant, we are still inclined to feel that 
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because of that 1 per cent chance of malig- 
nancy the toxic nodular goitre case should be 
offered surgery first. If he refuses, or cannot 
tolerate surgery, then I-131 therapy should be 
undertaken. Toxic nodular goitre requires a 
larger dosage than that given to diffuse toxic 
goitre, but the toxic goitre case never seems 
to develop myxedema as a sequel to I-131 
therapy. 

The most brilliant results are obtained in 
postoperative recurrences. Here, of course, 
there is microscopic confirmation of the di- 
agnosis. I-131 therapy has proven to be nearly 
100 per cent effective in this group. The first 
patient treated with I-131 in Colorado at the 
University of Colorado Medical Center in 
1949 was a postoperative recurrent hyper- 
thyroid to whom 3.1 millicuries of I-131 was 
given with excellent results. He had had four 
previous thyroidectomies beginning in 1917 
and after the last operation he became para- 
thyroid deficient for which he also required 
therapy. 

Exophthalmos has been reported as being 
mildly increased or developing in a mild 
form in 8 per cent of cases after I-131 therapy. 
After surgical thyroidectomy, the incidence 
of exophthalmos is reported as 20 per cent. 
After x-ray therapy it is said to develop in 
6 per cent. 


Contraindications to 1-131 therapy 

Large goitre exceeding 80 grams 

Recent treatment with I-131 

Nodular toxic goitre (with exceptions) 

Pregnancy beyond the 12th week 

It has been established by giving I-131 to 
women shortly before therapeutic abortion 
that the fetal thyroid does not take up iodine 
before the 12th week. By the 14th week of 
development I-131 was taken up by all fetal 
thyroids. This confirms the histologic pattern 
of fetal thyroid development. Toxic thyroids 
with estimated weight of 80 grams or more 
are best treated surgically as a rule. Patients 
with large thyroids do not respond as well 
to I-131 therapy as do the smaller thyroids. 
When therapeutic failure occurs, it is gener- 
ally in a large thyroid. Adequate time should 
be permitted to elapse before re-treatment 
with I-131 is considered. The full biologic 
effect is not to be expected before three or 
four months have elapsed after administra- 
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tion of I-131 although increasing benefit is 
usually manifest after a few weeks, usually 
four to six. 


Possible complications 

Transient acute thyroiditis (thyroid ten- 
der to palpation) 

Transient increase in toxicity 

Sore throat and cough 

Radiation tracheitis (possibly blood 
streaked sputum) 

Recurrence after remission 

Hypothyroidism 

Dryness of the throat with slight soreness 
may occur about seven to ten days after a 
therapeutic dose of I-131 in a small percent- 
age of cases. Patients, if uninformed pre- 
viously, generally think that they must have 
caught cold. It is best to inform the patient 
of the possibility of this occurrence in antici- 
pation and to prescribe hard candies, without 
mint flavoring, to be allowed to dissolve in 
the mouth, thus increasing the salivary flow 
when the throat becomes dry. 

If recurrence after remission develops, a 
repeat dose may be given. Hypothyroidism 
occurs in about 6 per cent of cases. There 
seems to be no constant relationship between 
dosage given and response. 


Results in thyrotoxicosis 

Werner, Quimby and Schmidt (Columbia 
University) : 

96.5 per cent relieved of toxicity 

5.9 per cent hypothyroid 

3.0 per cent failures 

65.0 per cent required only one dose 

Gordon and Albright (Wisconsin Univer- 
sity): 

98 per cent good results 

3 per cent hypothyroid 

49 per cent required only one dose 


Dosage formulae 


A RAD is defined as the unit of absorbed 
radiation dose equal to 100 ergs per gram. 
Concentration or C is the ratio 


microcuries administered < uptake per cent 


grams of tissue 
The Marinelli formula (modified) for any 
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beta emitter with the beta dose uniformly 
distributed in tissue is: 

Dose in RADS=73XE (average energy) 
XT% (in days) X C 

T is the effective half life which can be 
plotted on a graph from daily monitoring of 
the thyroid. It indicates the effective time 
of activity at the thyroid. 

Average effective half life in the euthy- 
roid is 6.9 days. 

Average effective half life in the hyper- 
thyroid is 5.7 days. Therefore dose in RADS 
is 73X0.2 (MEV) X6+=C. For I-131 average 
energy of the beta ray is 0.2 MEV (MEV= 
Million Electron Volts). For I-131 add 10 
per cent to the above dose for gamma effect. 
(If a 4.5 MC dose is given to a patient with 
75 per cent uptake having a 30 gram gland 
with T% of six days 10,000 RADS is received 
at the gland.) 


Dosage in thyrotoxicosis 

Standard dose method—3 to 4 MC of I-131 
is given by mouth. Two-thirds of the patients 
become well after four months. A rare pa- 
tient becomes hypothyroid; 85 per cent are 
well after a second such dose; 90 per cent are 
well after a third such dose. 

Variable dose method—a single dose vary- 
ing from 2 to 10 MC, depending on size of 
the gland and degree of toxicity. A second 
dose is usually smaller. 

Multiple small dose method—a small dose, 
usually 1 to 2 MC, is given at weekly inter- 
vals. This is still in the investigative stage. 

Method of microcuries per estimated gram 
of thyroid weight—between 100 and 250 
microcuries are given per estimated gram for 
diffuse toxic goitre and 350 microcuries per 
gram for nodular toxic goitre. In one clinic 
the dose is always 120 microcuries per gram. 
The probable error in estimating weight of 
the thyroid gland in situ is 30 per cent and 
has been as high as 100 per cent. Biologic 
variations in sensitivity to radiation also con- 
tribute to substantial error. 

Radiation dose method—a single dose of 
I-131 is successful in over 50 per cent if 7,500 
to 10,000 RADS are provided to the gland. 
There is an ameliorating effect in the rest 
who may require repeat dosage. Errors in 
weight estimation occur here also. There is 
some difficulty in accurate estimation of ef- 
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fective half life with possible error of 33 per 
cent, plus or minus, if effective half life is 
taken as six days. This method gives a false 
sense of a high degree of accuracy. 

There is poor correlation between the 
therapeutic results and the calculation of the 
dose in RADS. Rawson follows the micro- 
curies per gram/weight method. He attempts 
to give a dose which will deposit 150 micro- 
curies in each estimated gram of thyroid. 
Rawson’s formula: 


Treatment dose=estimated thyroid weight x 
150 microcuries/gram of thyroid 


uptake at thyroid 


40 < 150 


Treatment dose= =8,600 microcuries 
0.70 


or 8.6 millicuries. 


Follow-up study is usually done after four 
months and supplementary I-131 therapy is 
given if necessary. The size of the thyroid for 
the repeat dose is usually smaller, a factor 
which needs to be taken into account because 
of the greater concentration of isotope in a 
smaller space. 


Changes after 1-131 therapy 


Grossly, there are found to be atrophy, 
telangiectasis at the gland surface, with oc- 
casionally fibrous adhesions to adjacent struc- 
tures. Microscopically, the chief findings are 
irregularity in size and outline of nuclei and 
bizarre distortion of chromatin patterns. Fi- 
brosis is present associated with groups of 
acini containing cells of variable height. The 
latter is characteristic of radiation injury. 


1-131 uptake in thyroid tumors 


Benign—None to slight, except in the 
hyperplastic type. 

Malignant—There is no uptake in: 

Papillary carcinoma—these patients may 
live for many years, 20 years or more, with 
lung metastases. 

Giant and spindle cell carcinoma—these 
occur in elderly individuals. They are ful- 
minating malignancies and the patient is 
usually dead in six months. 

Hurthle cell carcinoma—This is a disputed 
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entity. Some pathologists claim that it does 
not occur in humans. It shows no I-131 up- 
take, however, in those cases where patholo- 
gists are willing to make the diagnosis. 


Tumors capable of function 


Adenocarcinoma, or follicular carcinoma, 
frequently mixed with papillary type, and 
“benign metastasizing struma.” I-131 uptake 
occurs in less than one-third of all malig- 
nancies of the thyroid. Except in the mature 
types, with a high degree of function, such as 
the so-called “benign metastasizing struma,” 
I-131 treatment has a limited effect in thy- 
roid cancer destruction. The treatment of 
choice is multiple. Therapy should begin with 
as radical surgery as the surgeon considers 
safe, as a rule. After the operation the sur- 
geon should attempt to map out the zones 
of residual tumor masses and estimate their 
size for the radiation therapist. An I-131 
tracer is next done. Large repeated doses of 
I-131 are then begun, using 50 or 75 milli- 


Fig. 1—Shows the effect of gamma radiation on 
an x-ray film from a dose of 70 mc. of I-131 prov- 
ing uptake after thyroidectomy in papillary adeno- 
carcinoma metastases to the lungs. The film, 
exposed in 1949, with its casette was fastened to 
the patient's back for four hours. The general 
configuration of the lungs is presented with the 
mediastinum indicated as a midline divider. 
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curies as the first dose usually. The residual 
normal thyroid tissue is usually destroyed 
with the first dose. Only about 15 per cent 
of metastases show uptake in the presence 
of normal thyroid tissue. Thyroidectomy sur- 
gically and/or by I-131 permits the metastases 
to take up I-131 subsequently in the case of 
functioning thyroid carcinoma. It has been 
established that 60 to 70 millicuries of I-131 
will destroy a normal thyroid gland. X-ray 
mediastinum indicated as a midline divider. 
therapy is to be administered for known 
residual thyroid malignancy, especially since 
a papillary component or an undifferentiated 
component is frequently present. Recently, 
palliative therapy with thyroxin extract is 
being tried as a suppressant of TSH produc- 
tion. 

Periodic survey with large tracer doses 
is done for follow-up study, as well as diag- 
nostic surveys of the lungs and skeleton, 
which may receive additional therapy, usu- 
ally palliative, or for retardation. 

I-131 therapy alone benefits 20 per cent 
of patients after total surgical thyroidectomy 
and it may have useful palliative effects in 
metastases. 


1-131 in heart disease 


Occasionally a patient with auricular fib- 
rillation who has had the usual gamut of 
therapy for heart disease can be converted 
to a normal rhythm with I-131 therapy added, 
especially if an occult hyperthyroidism is 
present as a complicating factor. 

In 1928 a cardiac patient in Boston was 
misdiagnosed as a thyrocardiac. After sur- 
gical thyroidectomy the pathologist reported 
a normal thyroid. To the pleasant surprise 
of the internists and surgeon, the patient’s 
cardiac status improved markedly postopera- 
tively. It was then reasoned that by thyroid- 
ectomy the metabolic rate had been lowered, 
thus easing the demands on the circulation. 
A project was thereafter launched to study 
the value of thyroidectomy in intractable an- 
gina pectoris and congestive heart failure. 
This showed some degree of promise, but the 
operation was too formidable, too high a 
percentage of patients did not survive the 
surgery, and the method was abandoned. 

With the advent of abundant I-131 from 
the atomic pile, the study was resumed using 
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I-131 as a thyroidectomizing agent. Subse- 
quently, a countrywide survey showed this 
newer method to be worthwhile adjunct ther- 
apy in 65 to 75 per cent of patients with strik- 
ing improvement in about 50 per cent. It is 
stressed that the usual means of therapy for 
the cardiac patient must be continued while 
I-131 therapy is superadded. Candidates for 
this means of treatment should have a suit- 
able I-131 uptake. If the patient already has 
diminished thyroid function, I-131 therapy 
has little to offer. The euthyroid cardiac 
patient is deliberately rendered hypothyroid 
by 1-131 therapy. It has been mentioned that 
60 to 70 mc. of I-131 will usually destroy the 
thyroid gland quite totally. The dosage for 
the euthyroid cardiac is usually 25 to 35 me. 
Seme prefer to give 10 mc. per week for 
three consecutive weeks and repeat later if 
necessary. The latter method is said to di- 
minish the frequency of the transient radia- 
tion thyroiditis. Others use 6 me. orally 
weekly for five consecutive weeks. If the 
super'vening myxedema requires therapy, the 
metabolism can be tailored to the optimum 
level by counteracting therapy with thyroid 
extract. Practically all patients who benefit 
get at least some increase in blood cholesterol. 
Therefore a low cholesterol intake is advo- 
cated as a means of diminishing the chance 
of increased atherosclerosis. 


® 


Fig. 2. Diagram showing the rationale of I-131 
therapy in intractable heart disease. Level B is 
the basal metabolic level with range BC the 
Patient’s reserve of activity before restrictive 
‘ymptoms occur. Range CD represents the addi- 
Yonal activity which may be permitted before 
restrictive symptoms occur when patient is main- 

ed on standard cardiac therapy. When this is 
NOt adequate, additional oxygen may be made 
available for voluntary activity usage, borrowed 

ely from that used for tonus, by lowering the 
Metabolic level from B to A by I-131 partial 
thyroidectomy. 
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1-131 therapy in heart disease 


When the patient is prevented from earn- 
ing a living or from obtaining adequate sleep 
or rest. 

When the response to a careful regimen 
of life and adequate medical therapy has been 
unsatisfactory. 

When spontaneous improvement appears 
unlikely from its duration. 

When there are no signs and symptoms 
of hypothyroidism and the I-131 tracer up- 
take is within normal limits. 

When the patient is willing to adhere to 
a low fat diet and abstain from tobacco in 
€XCeSs. 

In over 100 patients treated with I-13], 
one investigator found no evidence of bone 
marrow depression, no radiation sickness, no 
more than transient radiation thyroiditis nor 
more than slight temporary hyperthyroidism. 


1-131 in pulmonary emphysema 


Paralleling the objective, indications, and 
method in heart failure, and following a 
promising pilot study, we are currently en- 
gaged in a critical study as to the efficacy 
of 1-131 therapy in protracted lung failure 
or severe emphysema. ® 
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Long continued use of milk 

and patent antacids for ulcers may 
precipitate renal calculi. 
especially in those with 


previous urinary disease. 


ALTHOUGH IT HAS BEEN RECOGNIZED by some 
medical authorities for a number of years 
that continuous use of a high milk diet and 
absorbable alkalis in the management of 
peptic ulcer may be associated in some man- 
ner with renal stone formation, there are still 
those who apparently minimize this fact 
because they write about treatment of peptic 
ulcer without any reference to this possibility 
and others treat without thought of this 
renal complication. Four patients seen within 
a period of four months illustrate the follow- 
ing points with which one should be con- 
cerned: 1. A patient who does not have any 
history or findings of urinary tract disease 
and who is treated for peptic ulcer, gastritis, 
or duodenitis with the usual antacids and 
high milk diet should be warned that he is 
not to continue them indefinitely or to re- 
start such therapy for recurrent gastroin- 
testinal symptoms on his own judgment with- 
out requesting an evaluation of his urinary 
tract. 2. Medical treatment of persistent and 
recurrent peptic ulcers does not appear to 
require highly absorbable alkalis and a high 
milk diet. 3. History of any urinary tract 
"Presented at the Regional Meeting of The American College 


of Physicians, Montana and Wyoming, October 19, 1957, 
Missoula, Montana. 
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Peptic ulcer with 
coexisting urinary tract disease’ 


Mabel E. Tuchscherer. M.D.. Anaconda, Montana 


disease should alter the treatment of peptic 
ulcer. 4. A patient who develops a urinary 
tract disease should be asked whether he has 
had gastrointestinal disease and more spe- 
cifically whether he has been in the habit of 
taking antacids and a high milk diet. 


CASE REPORTS 

Case 1—M. M., a 55-year-old white married 
female music school teacher, was seen for the 
first time November 26, 1956, complaining of 
tiredness present for two months, epigastric dis- 
tress with a duodenal ulcer history since 1942, 
recent constipation, and pain in the left knee 
while walking upstairs. She had no definite com- 
plaints referable to the urinary tract. Treatment 
for the ulcer from 1942 to 1956 had been a high 
milk and cream diet. She had used no other 
antacids than Amphojel or Gelusil. The only posi- 
tive physical findings were tenderness in the 
epigastrium, and tenderness to the left-and right 
of the umbilicus extending around to the right 
flank and back. Urine showed a two plus albumin 
and was packed with red and white cells. She 
was admitted to the hospital for urinary tract 
and gastrointestinal tract studies. Intravenous 
pyelogram showed the right kidney to be larger 
than the left. There were several opacities in the 
region of the left ureter suggestive of stones. After 
opaque media the kidney structure was well vis- 
ualized on the right but not on the left. Retro- 
grade study of the left kidney also failed to out- 
line the left kidney structure. Stomach x-ray 
revealed a chronic active duodenal ulcer. Because 
the left kidney was nonfunctioning and infected 
with both escherichia coli and non-hemolytic 
streptococci, it was considered wise to remove this 
left kidney in order to protect the right kidney 
which contained sterile urine. The urologist would 
not perform a nephrectomy until the peptic ulcer 
was healed since he felt that surgery could pre- 
cipitate gastrointestinal hemorrhage. 

She was kept at bed rest with only bathroom 
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privileges for two weeks. She received a serving 
of jello in place of the usual milk for the first 
two days on the odd hours through the day and 
at night as necessary. This was followed by a 
progressive soft diet based on the Shorr Diet, 
containing 1200 mg. of phosphorus and 700 mg. 
of calcium per day. Gelatin replaced any milk or 
cream usually used between meals. One table- 
spoonful of Basaljel (Wyeth) was taken on the 
even hours at the onset of her treatment and 
between meals and as necessary thereafter. Basal- 
jel was chosen because of its proved ability to 
protect the kidney from stone formation, as well 
as for its antacid properties. Sedation was given 
as required and antibiotics were used to control 
the urinary tract infection. A recheck stomach 
x-ray on December 15, 1956, showed no ulcer 
crater and the bulb was less irritable. She was 
allowed to go home on the same regimen. Stomach 
x-ray taken January 19, 1957, revealed deformity 
of the duodenal bulb but there was no crater nor 
irritability and the ulcer was considered to be 
healed or quiescent. 

On January 25, 1957, a left ureterectomy and 
nephrectomy were done. The pathologic diagnosis 
was pyelonephritis, ureterolithiasis, and severe 
hydronephrosis of the left kidney. Stone analysis 
was positive for ammonium, uric acid, phosphate, 
and strongly positive for calcium. She has con- 
tinued asymtomatic on her diet without milk and 
cream. Stomach x-ray on September 28, 1957, 
again showed a healed or quiescent duodenal 
ulcer. Calcium and phosphorus blood levels were 
within normal limits at this time as was the 
urinalysis. Incidentally she tried ice cream for 
the first time on August 5, 1957, and on August 
6, 1957, was operated for an acute appendicitis 
which was pathologically present with fecalith 
formation. 

Case 2—F. H., a 52-year-old white housewife, 
was seen January 11, 1957, complaining of epi- 
gastric pain which had awakened her about 3 
each morning for a period of two years. Pain had 
been partially relieved by Gelusil and milk and 
cream added to an otherwise unrestricted diet. 
Milk always caused constipation and bleeding 
hemorrhoids. In 1949 her right kidney had been 
removed because of pyelonephritis with bleeding. 
She had had no urinary tract symptoms since that 
time. Physical findings were now essentially nega- 
tive. Intravenous pyelogram showed absence of 
the right kidney and compensatory hypertrophy 
of the left kidney with its well visualized struc- 
ture of normal contour. Stomach x-ray revealed 
an old healed duodenal ulcer without evidence of 
activity. Since her history was suggestive of duo- 
denitis, she was placed on a regimen similar to 
the first case presented and was warned how 
necessary it might be to protect her one remaining 
kidney while continuing to treat the gastrointes- 
tinal symptoms. She improved and had no return 
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of symptoms when seen ten months later. 

Case 3—B. J., a 68-year-old widow and realtor, 
was seen for the first time February 12, 1957, 
because she had been having epigastric pain and 
gas distress despite being on a continuous milk 
diet and antacid therapy as treatment for a duo- 
denal ulcer discovered in September, 1956. Since 
1955 she had been treated off and on by a urologist 
for chronic bladder and urethral disturbance. Be- 
cause of this history of urinary tract disease she 
was now given an ulcer diet with gelatin as a 
substitute for the milk. Basaljel was used for the 
antacid. When she was seen two weeks later she 
stated that the pain was gone. Even the smallest 
amount of milk caused gas pain, and she had had 
less disturbance on urination since she had stopped 
the milk and had taken the Basaljel. She was 
referred back to her original physician for follow- 
up study. 

Case 4—H. O., a 55-year-old male, was treated 
for the first time for kidney stone by his urologist 
in 1954. Calcium was present in the stone found. 
It was too small for further analysis. This man 
had a responsible position and had for years noted 
epigastric distress when under tension. Without 
instruction he automatically took large quantities 
of milk and any type of patent antacid. Early 
this spring he again passed a kidney stone as 
evidenced by bloody urine and severe abdominal 
pain. He was treated by his urologist, but failed 
to give this doctor the history that at that par- 
ticular time he was having epigastric distress and 
was taking large quantities of milk and antacids. 
When this history was obtained, we advised him 
to use gelatin and Basaljel. He tolerated these 
well and has been asymptomatic since. 


Comment 


Since I trained with neurologist A. B. 
Baker' of Minnesota who reported in 1955 
the use of Basaljel in the paralytic polio- 
myelitis patients to prevent kidney stone 
formation, our first choice for kidney protec- 
tion in the cases presented was Basaljel. As 
a basic aluminum carbonate it obviously also 
had antacid properties. The Wyeth Labora- 
tory was contacted and they have written 
that, as far as they know, there has been no 
report on the use of Basaljel in ulcer therapy 
prior to this one. 


Discussion 


Review of the literature in reference to 
this general problem proved interesting. 
Snape? in the Journal of the Medical Society 
of New Jersey in July, 1955, in his article 
entitled Duodenal Ulcer and Renal Calculi in 
Twins reported that five times in world lit- 
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erature duodenal ulcer had been reported in 
identical twins and he was reporting a sixth 
pair born in 1908 who also had renal calculi. 
Twin A had an ulcer in 1930 and a kidney 
stone in 1932. Twin B developed an ulcer in 
1944 and a renal calculus in 1954. Both had 
received alkali and large quantities of milk 
for their peptic ulcer treatment. He men- 
tioned that despite several careful investiga- 
tions the inheritance of either a specific organ 
inferiority or the familial susceptibility to 
peptic ulcer has not been proved. 

Several reports were noted in the litera- 
ture in reference to Management of Milk 
Drinker’s Syndrome by Poppel and Zeitel* 
in Radiology 1956 and Milk-Alkali Syndrome 
by Scholz and Keating' in the 1955 Archives 
of Internal Medicine with prolonged treat- 
ment of peptic ulcer with absorbable alkalis 
tending toward a hypercalcemic state with 
symptoms of hypercalciuria, renal insuffi- 
ciency, azotemia, and occasionally alkalosis. 

Lewis Leiter® in Portis’ third edition of 
Diseases of the Digestive System, devoted 
two chapters to showing a relationship be- 
tween gastrointestinal tract and urinary tract 
functions. He stated that there is a limit of 
ability of the kidney to concentrate any 
given substance, and when the limit is 
reached, further increase in excretion must 
depend on increase of urine volume. (There- 
fore increased fluid intake is important.) He 
also stated “it is important for the physician 
who administers alkali, to determine renal 
function prior to development of alkalosis 
because it is hard to control if a damaged 
kidney is present... . During medical man- 
agement of peptic ulcer particularly by milk 
and cream and alkaline powder regimen, 
alkalosis should be suspected when a patient 
complains of distaste for milk and cream or 
powder. It is dangerous to rely on the re- 
action of the urine as a measure of alkalosis, 
because the urine may become neutral or 
acid as the alkalosis increases. In persons 
with known renal or urologic disease the use 
of alkalis should be undertaken with con- 
siderable caution. . . . Urolithiasis of the 
calcium or magnesia type is a contraindica- 
tion to alkaline therapy. In fact there is 
reason to believe that ingestion of large 
amounts of milk for long periods along with 
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alkali medication may lead to a syndrome 
of nephrocalcinosis, renal impairment, and 
hypercalcemia with metastatic calcification 
in the conjunctiva and sclera.” Leiter also 
told of the development of typhoid pyelo- 
nephritis which reached the kidney via the 
blood from intestinal ulceration. (A similar 
possibility with other types of infection exists 
with every type of extensive intestinal ulcer- 
ation.) He further stated “it is not unreason- 
able to insist that every patient should have 
an accurate estimation of renal function prior 
to and during the alkali treatment of peptic 
ulcer.” 

Portis and Grave" in Portis’ textbook 
stated that history taking should be complete 
for all the body systems, and one’s attention 
should not be focused on a particular spe- 
cialty just because one is either a urologist 
or an internist. 


Urologic literature 


Essentially the remainder of the litera- 
ture checked came from the urologist’s stand- 
point. The idea of treatment of renal stones 
came from Shorr’ in 1945 in the Journal of 
Urology, when he presented his low phos- 
phorus (1200 mg.) and low calcium (700 mg.) 
diet and the use of aluminum hydroxide gel 
with the purpose of precipitating insoluble 
aluminum phosphate in the bowel. In 1950 
Shorr and Carter* found Basaljel (basic 
aluminum carbonate gel) 35 per cent more 
effective in lowering urinary phosphorus. In 
1952 Marshall and Green’, in 1955 Marshall 
and Spellman'’, and G. S. Barrett" in 1951 
all reported similarly in the Journal of Urol- 
ogy, and Barrett added that Basaljel is more 
palatable. These men noted that Basaljel was 
especially appropriate in infections caused 
by ammonium forming organisms like Pro- 
teus, which render valueless an acidifying 
regimen because these urea splitting organ- 
isms alkalinize the urine. In Basaljel therapy 
alkalinity of the urine is of no significance. 
Phosphatic stones tend to increase in size, 
impair renal function, resist treatment and 
recur after excision. Highly alkaline urine 
produced through formation of ammonia by 
urea splitting organisms infecting the urin- 
ary tract is especially favorable to precipita- 
tion and development of phosphatic calculi. 
To control by acidification of urine through 
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acid ash diets and acidifying agents would 
often require the patient to be placed in a 
dangerous state of acidosis, and still be in- 
effective. Basic aluminum carbonate helps to 
excrete both urea and phosphate in the stool. 

Basaljel is also effective in management 
of other types of stones. In treatment of uric 
acid and cystine stones alkalinization is nec- 
essary, but such alkalinization may allow 
formation of phosphatic calculi. Basaljel will 
help prevent this by holding the phosphate 
in the bowel. It has been stated that when 
calcium oxalate stones enlarge to a size 
greater than 100 mg., co-precipitation of phos- 
phate with calcium oxalate occurs. Basaljel 
has seemed to have protected the kidney 
from stone formation in these cases and has 
relieved dysuria. It does not increase cal- 
cium output which occurs with acidification. 
This drug used in quantities of 180 cc. daily 
for seven years in Shorr’s patients showed 
no pathologic effects, no CO, content change, 
no change in serum calcium or alkaline phos- 
phatase levels, and no demineralization of 
the skeleton. Androgens were used to stimu- 
late bone matrix formation by Shorr, Carter, 
and Satterthwaite’*. Fruits, mineral oil, milk 
of magnesia, or cascara were used to control 
constipation by these men. 


British experience 


In September, 1956, Pyrah, Raper, and 
Smith'* in the British Journal of Urology 
reported a new drug called Hyalgel produced 
in England by Hough, Hoseason & Co. Ltd. 
which gave 2.9 per cent to 3.1 per cent alu- 
minum available for precipitating phosphorus 
as compared to 2.6 per cent by Basaljel. They 
advised to watch the use of the gels in chil- 
dren and in pregnancy, although Page and 
Page™ reported in 1955 that aluminum gel 
with lowered milk intake helped increase 
ionized calcium and prevent leg cramps in 
pregnancy. 

An interesting concept of pathologic cal- 
cification was reported by Rodger Baker" 
in the New York State Journal of Medicine, 
January, 1957. He stated that theoretically a 
cohesive substance must be present in the 
urine. He suspected that this was a muco- 
protein released from the bone matrix espe- 
cially when metabolic disease participates in 
renal stone formation. This mucoprotein is 
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thought to find the calcium salts in the kid- 
ney and precipitation is thought to occur. 
With this hypothesis calcium need only be 
present in the urine but not in excess. Also 
there is a possibility, according to Baker, that 
there could be some factor which converts 
the renal tubule matrix, mucopolysaccharide, 
into a calcium-bindable mucoprotein. He 
speculated there may be a basic mechanism 
in a patient who is disposed to stone forma- 
tion which is triggered by contributing fac- 
tors such as dehydration, infection, increased 
intake of milk products, prolonged bed rest, 
hypercalciuria, and obstructive uropathy. It 
was his opinion that time is needed for de- 
velopment of calculi. 


Conclusion 


1. It is essential to take an adequate his- 
tory and do a complete examination. Four 
cases are presented with histories and find- 
ings of both gastrointestinal and urinary 
tract disease. 

2. High milk diet and highly absorbable 
alkalis appear not to be required to treat 
peptic ulcer. A low phosphorus, low calcium 
ulcer diet and Basaljel have been demon- 
strated to be apparently effective in the 
treatment of gastrointestinal disease when it 
is associated or coexists with urinary tract 
disease. ® 
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Shadow or substance 


Marcus J. Smith, M.D., Santa Fe, New Mexico 


Apothegm 


“It is seldom found that the patient will present 
himself to the physician with the diagnosis boldly 
emblazoned in red letters across the forehead.” 
(C. H. Ross.) But occasionally he does. 


Clinical data 


A 37-year-old lady complained of swelling of 
the right upper eyelid associated with mild frontal 
headache, of two months’ duration. There were no 
visual disturbances or background of unusual 
nasal drainage. The physical examination disclosed 
a moderate proptosis of the right eye; no other 
pertinent findings were evident. 


Radiographic studies 


Films of the sinuses demonstrated an increase 
in the radiotranslucency in the frontal area with 
marginal scalloping (see Fig. 1). There is absence 
of a distinguishable lining membrane. 

These changes are characteristic of a frontal 
mucocele. The explanation of the striking radio- 
lucent effect is that it depends on the degree of 
bone destruction produced by the tumor; the 
greater the destruction, the more the increase in 
the radiolucency. When this exceeds the radio- 
lucency of the air normally present in the un- 
involved sinus, it presents as above.’ Obviously, 
some mucoceles, without much destruction, will 
not have this effect. 


Figure 1 


Epilogue 


The patient’s mucocele was resected surgically, 
and the patient was cured. 
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Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 


Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 


Patients receiving 


NILEVAR 


IN DEBILITATING DISEASE 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn—“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 
The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 
Nilevar is supplied in tablets of 10 mg., ampuls of 
25 mg. (1 cc.) and Nilevar Drops of 0.25 mg. per drop. 


G. D. Searle & Co., Chicago 80, Illinois. Research 


in the Service of Medicine. 
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THE 
WASHINGTON 


A monthly news summary from the nation’s 
capital by the Washington Office of the A.M.A. 


Contrary to the usual procedure in a first ses- 
sion, the 86th Congress this year already is getting 
on with its work, particularly in health fields. In 
past Congresses, not much is accomplished the 
first session, with most bills held over to the 
second, which aiways is an election year. 

The session was only weeks old when action 
was under way. Here are some of the develop- 
ments, portending enactment before adjournment 
of a number of bills: 

1. After hearings, a subcommittee of the Senate 
Banking and Currency Committee reported favor- 
ably on a housing bill that contained provision 
for mortgage guarantees for proprietary nursing 
homes. Subsequently, the measure was passed by 
the Senate. 

At this writing the House is at work on an- 
other housing bill that also contains the nursing 
home loan section. With House passage assumed, 


the question is whether the bill (containing more 
money than the White House wants spent) will 
be vetoed, and if vetoed whether it can be enacted 
anyway by two-thirds majorities in both houses. 

2. Without bothering with hearings, the House 
Ways and Means Committee overwhelmingly ap- 
proved the Keogh bill to encourage retirement 
plans for self-employment. It acted in line with 
the committee’s established procedure to quickly 
reapprove bills that passed the House the previous 
Congress, but not the Senate. The Keogh bill is 
identical with a measure that easily cleared the 
House last session but lost out in the Senate. 

3. Driven forward by Chairman Carl Vinson 
of the House Armed Services Committee, legisla- 
tion to extend the regular and doctor drafts four 
years rolled through the House. However, indica- 
tions were the Senate would take its time and give 
careful consideration to the need for a four-year 
extension. : 

4. The Senate Labor and Welfare Committee, 
under the leadership of Chairman Lister Hill (D., 
Ala.), demonstrated its interest in legislation for 
the aged. Senator Hill named a subcommittee to 
make a full year’s study of problems of the aged, 
taking in housing, employment and recreation, as 
well as medical aspects. 

Chairman of this subcommittee is Senator Pat 
McNamara, Detroit Democrat. Other Democrats 
are Senators John Kennedy of Massachusetts, 
Joseph Clark of Pennsylvania and Jennings Ran- 
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THE EMORY JOHN 


401 Southgate Road 


COLORADO SPRINGS, COLORADO 


RADY HOSPITAL 


MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
dividual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JAMES BRADY, M.D., Medical Director 
CAMPBELL F. RICE, Superintendent 
Francis A. O’Donnell, M.D., Paul A. Draper, M.D., Charles W. McClellan, M.D. 
Richard L. Conde, M.D., Robert W. Davis, M.D. 
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‘Make new 


(PANmycint Phosphate plus ALBAmycin**) 


your d 
antibiotic 
of first resort / 


Availabie forms: 
1, Panaiba Capsules, bottles of 16 and 100 


capsules. Each capsule contains: = 
Panmycin phosphate (tetracycline phosphate % 
complex) equivalent to tetracycline hydro- — 
Albamycin (as novobiocin sodium). ..125 mg. A 


2. Panalba KM,ftf Flavored Granules, 60 cc. 
size bottie. When sufficient water is added to 
fill the bottle, each teaspoonful (5 cc.) con- 


tains: 
Panmycin (tetracycline) equivalent to tetra- 
cycline hydrochloride .............125 mg. 


Albamycin (as novobiocin calcium). .62.5 mg. 
Potassium metaphosphate .........100 mg. 


Dosage: 


Panaiba Capsules. Usual aclult dosage is 1 or 
2 capsules 3 or 4 times a day. 


Panalba KM Granules 

For the treat t of derately acute infec- 
tions in infants and children, the recom- 
mended dosage is 1 teaspoonful per 15 to 
20 ibs. of body weight per day, administered 
in 2 to 4 equal doses. Severe or prolonged 
infections require higher doses. Dosage for = 
adults is 2 to 4 teaspoonfuls 3 or 4 times daily, ‘ 
on the type and severity of the in- — 
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dolph of West Virginia. Republicans are Senators 
Everett Dirksen of Illinois and Barry Goldwater 
of Arizona. 

5. At the same time, three members of the 
standing health subcommittee of the Hill Commit- 
tee, Senators Jacob K. Javits of New York, Clif- 
ford B. Case of New Jersey and John Sherman 
Cooper, all Republicans, asked Congress to author- 
ize a two-year study of the health problems of 
the entire population. If approved by Congress, 
the investigation would look into the quality and 
quantity of health services, problems of extending 
health insurance, special problems of the aged and 
minority groups. 


Notes 


Fifty-four Senators are supporting legislation 
that would project the U. S. farther into the inter- 
national medical picture. It would set up an Insti- 
tute of International Medical Research as part of 
NIH, establish an advisory council, and authorize 
spending of $50 million a year for research, part 
of it to go to foreigners in the form of grants. 

Medicare has not been able to keep within the 
$72 million “ceiling” recommended by Congress 
for the present year. Through the Navy it is ask- 


ing $6 million more. In addition, Army and Air 
Force will shift funds to meet the bill, estimated 
at $93.6 million. The budget asks $89 million for 
next year, in expectation that restrictions begun 
in October will bring a saving of between $4 mil- 
lion and $5 million. 

Medicine has won an argument within the 
new Federal Aviation Agency. As a consequence, 
FAA’s civil air surgeon will assist the adminis- 
trator in setting standards for fitness, direct 
physical examination and inspection programs, 
advise on research needs, and evaluate all of 
FAA’s medical personnel plans. 

The President’s health budget, now under scru- 
tiny in Congress, is expected to be substantially 
increased. As an example of the White House 
efforts for economy, Mr. Eisenhower recommended 
$101.2 million for Hill-Burton hospital construc- 
tion grants, in contrast to $186.2 million HB has 
for the current fiscal year. 

Through the Civil Service Commission, the 
Federal government is attempting to recruit physi- 
cians for service in this country and abroad. Salary 
ranges from $7,510 to $12,770. 

The Administration is pressing Congress to 
pass legislation giving the U. S. power to regulate 
coaltar and other colors in foods, drugs and cos- 
metics. One objective is to require that manufac- 
turers demonstrate that the colors are harmless 
before the products can be put on the market. 
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Attaching catalog request to HK blank, 
you are entitled to purchase one or 
more (limit 3) 


10ce Vials Vitamin B.. 
1000 meg/cc 


orrer Price pre 


TO OBTAIN QUALITY INJECTABLES AT REDUCED COST 


SAN-OTT LABORATORIES 

P. O. Box No. 19 

Brooklyn 22, N. Y. 
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..vial(s) of 10cc Vitamin B:: 
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/running noses 


“ and open stuffed noses Orally 


with TRIAMINIC, the oral nasal decongestant 
* in nasal and paranasal congestion 
* in sinusitis 
* in postnasal drip 


* in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 
“® reaches all respiratory membranes systemically 
avoids ‘nose drop addiction” 
* presents no problem of rebound congestion 


* provides longer-lasting relief 


Relief with Triaminic is : Each TRIAMINIC Tablet provides: 

the outer layer i 
prompt and prolonged cisoives within minutes, Phentramine maleate.» 25mg 
because of this special Pyrilamine maleate... . 25 mg. 


timed -release action... 
beneficial effect starts in 
minutes, lasts for hours. 


rm One-half of this formula is in the outer 
2 therm the Inner core layer, the other half is in the core. 
disint ites to give 3 
Mary nah cr Dosage: One tablet in the morning, mid- 
ae afternoon and in the evening, if needed. 
° e ® 
c 


Also available: For the occasional patient who requires only half dosage: timed-release 
TRIAMINIC JUVELETS. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: Triaminic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to 14 of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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NOW-—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 

OF ARISTOCORT ¢ 
IN SALICYLATE 

COMBINATION 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic action of a most potent salicylate. This means that the dosage 
of each is substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 
dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid 1s 
minimized because of lower dosage required. This is further reduced by the 
buffer action of aluminum hydroxide. And the ascorbic acid helps meet the 
increased need for this vitamin in stress conditions. Because of the low dosage, 


side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 
therefore, be observed carefully. 
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Steroid—Analgesic Compound LEDERLE 


for relief of chronic—but less severe pain of rheumatic origin 


Indications: Mild cases of 
rheumatoid arthritis, tenosynovitis, 
synovitis, bursitis, mild spondylitis, 
myositis, fibrositis, neuritis and 
certain muscular strains. 


Dosage: Average initial dosage: 
2 capsules 3 or 4 times daily. 
Maintenance dosage to be 
adjusted according to response. 


Each Aristogesic Capsule contains: 
ARISTOCORT® Triamcinolone 

. 0.5 mg. 
Salicylamide . . . .325 mg. 
Aluminum Hydroxide . . 75 mg. 
Ascorbic Acid . ... . 20 mg. 


Supply: Bottles of 100. 


Collagen tissue (x250) 


TRADEMARK 


LEDERLE LABORATORIES, A Division ofp AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Medicolegal Symposium 
April 17-18, Salt Lake City 


The regional Medicolegal Symposium, spon- 
sored by the American Medical Association, will 
‘ be held in the Hotel Utah on April 17 and 18, 

beginning at 12 noon on Friday, followed by a 
Saturday session which begins at 9:30 a.m. and 
adjourns at 4:30 p.m. 

All members of the medical and legal profes- 
sions are cordially invited to attend this unusually 
fine meeting. Registration will be limited. Write 
to the Law Department of the A.M.A., 535 North 
Dearborn Street, Chicago 10, Illinois, for an ad- 

oe) a vance registration card. There will be a five dollar 
al registration fee which includes one luncheon and 

x any proceedings which may be published. 


use 


XYLOCAINE® uci so_utTion 


(brand of lidocaine*) 


: as a local or topical anesthetic 


erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 


*U.S. PAT. NO. 2.441.498 


MADE IN USA. 
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Xylocaine is routinely fast, profound and well tol- 


pain-free exploration and longer suturing time. 


ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U.S. A. 


Tentative Program 

12:00—Registration 

Conference Chairman: C. Joseph Stetler, Director, 
Law Division, American Medical Association, Chi- 
cago, Illinois 

1:30—Opening Remarks—Welcome 

George M. Fister, M.D., American Medical Associa- 
tion, Ogden, Utah 

General Franklin Riter, American Bar Association, 
Salt Lake City, Utah 

R. W. Farnsworth, M.D., Past-President, Utah State 
Medical Association, Cedar City, Utah 

Ira A. Huggins, President, Bar Association of Utah, 
Ogden, Utah 
2:00—-Medical and Legal Problems Involved in 
Narcotic Addiction 

Robert H. Felix, M.D., Bethesda, Maryland 
Colonel George H. White, San Francisco, California 
Edward T. Mancuso, San Francisco, California 
4:30—Adjournment 

Saturday, April 18, 1959 

9:30—Res Ipsa Loquitur in Professional Liability 
Cases 

R. Crawford Morris, Cleveland, Ohio 
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IN OFFICE SURGERY! 


ELECTIVE AND TRAUMATIC al 


XYLOCAINE 
§ % 


{ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 
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Carpenter * 
Forsyth? 
Lewis 


O'Doherty & 
Shields 


Park® 
Plumb 
TOTALS 


Fiber of skeletal muscle in spasm : 


Methocarbamol Robins 


“U.S. Pat. No. 2770649 


0 
NO. 
PATIENTS RESPONSE 
“marked” moderate sli none 
33 26 6 
“pronounced” 
58 37 20 — 1 
“good” 
38 25 6 - 7 
“excellent” 
17 14 2 1 0 
“significant” 
30 27 - 2 1 
“gratifying” 
60 55 5 
236 184 34 4 14 
(78.0%) (14.4%) 


Fiber of skeletal muscle relaxed (photomicrographs) 


Yi 


Yur. ine 


e Highly potent—and long acting.” 


e Relatively free of adverse 
side effects."”*** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M.J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 


A. H. ROBINS CO., INC., Richmond 20 


TABLETS 


= 
Ethical Pharmacevticals of Merit since 1878 


OF | 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


-VARIDA 


STREPTOKINASE-STREPTODORNASE 


BUCCAL: 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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Hugh G. Head, Jr., Atlanta, Georgia 
10:30—Cardinal Principles of Cross Examining an 
Expert Medical Witness 

Irving Goldstein, Chicago, Illinois 
11:00—Impartial Medical Testimony 

Joe Cummins, Los Angeles, California 

(Other speaker to be announced) 

12:00—Panel Discussion 

12:30—Lunch 

2:00—Traumatic Neurosis 

Sid Gislason, New Ulm, Minnesota 

2:30—Film, “The Man Who Didn’t Walk” 
3:00—Tape Recording of Jury Deliberation in a 
Case Involving Traumatic Neurosis 

3:30—Panel Discussion 

4:30—Adjournment 


Obituaries 


HARRY O. FRAZIER 

Harry QO. Frazier, M.D., prominent Salt Lake 
City eye, ear, nose, and throat specialist, died De- 
cember 31, 1958. He was 53. 

Dr. Frazier graduated from Kansas State Col- 
lege in 1931 and received his M.D. degree in 1936 
from the University of Nebraska Medical School. 
He did graduate work at New York Eye and Ear 
Infirmary, after which he came to Salt Lake to 


P.A.F. 


R (Fortified Triple Strength) R 


Improved Douche Powder 
G-11® (Hexachlorophene USP), deodorant 


FORTIFIED—With Sodium Lauryl Sul- 
fate and Alkyl Aryl Sulfonate. 

DETERGENT—High surface activity in 
acid and alkaline media. 

LOW SURFACE TENS!ION—Increases 
penetration into the vaginal rugae 
and dissolution of organisms such as 
Trichomonas and fungus. 

HIGH SURFACE ACTIVITY—Liquifies 
viscus mucus on vaginal mucosa, re- 
leasing accumulated debris in the 
vaginal tract. 


Buffered to control a normal vaginal pH. 


ETHICALLY PKGED, net wt. 
$1.25 


Mfg. by G. M. CASE LAB., 
San Diego 16, Calif. 
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enter private medical practice in 1940. 

He served in the U. S. Army Medical Corps 
from 1942 to 1945. 

He was a member of the American Medical 
Association, Utah State Medical Association, and 
the Salt Lake County Medical Society. He was 
Past President and Secretary of the Intermountain 
Ophthalmological Society and the Pan-American 
Association of Opthalmology. 

He belonged to the Sait Lake City Lions Club 
and the University Club. He was also a staff mem- 
ber of the LDS Hospital. 


GORDON M. JENSEN 


Gordon M. Jensen, M.D., physician and surgeon, 
died in a Salt Lake City hospital February 3, 1959, 
of leukemia. 

He attended Utah State University where he 
was awarded a Bachelor of Science degree in 1936. 
He taught school at Madison High School, Rex- 
burg, Idaho, for three years and then attended the 
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“Oh, come now, Mr. Newton, where’s your 
Easter spirit?” 


Oculist Prescription Service Exclusively 


Shadford-Fletcher 
Optical Co. 


Guild 
Dispensing Opticians 
218 16th Street, AC. 2-2611 Main Office 
3705 E. Colfax (Medical Center Bldg.) FL. 5-0202 
1801 High Street, Florida 5-1815 
2465 South Downing, SPruce 7-2424 
DENVER, COLORADO 
1140 Spruce Street, Boulder, Colorado 
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of any feature article or 
advertisement appearing in 


The 


ROCKY MOUNTAIN 
MEDICAL JOURNAL 


Orders must be placed within 30 days 
of date of publication. Minimum charge 
applies for 300 copies or less. 
The cost is very reasonable. For further in- 
formation write to your Medical Journal busi- 
ness or editorial office, or to— 


Publishers Press 


(Printers of 
The Rocky Mountain Medical Journal) 


1830 Curtis Street, Denver 2, Colorado 
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migraine hea 
ascites or p 


“results in. 
patients in\ 


dosage: one or t\ 
or twice a day. | 3 


DIURIL (Chlorothiazide); 


DIURIL is trademark 
© 1959 Merck & Co., INC. 


MERCK SHARP & DOHME any indication for dit 
Division of Merck & Co., INC. Philadelphia 1, Pa. indication for DIURIL 


: 
of safety and effica 
— DIURIL has proved te ee 
highly effective in o\ 
edema associated with 
nail a wide variety of flu : 
syndrome, allergy, | 
peripheral phlebitis, arthritis, 
due to malignant tun 
: 
and obesity. In the la 
Landes and Peters’ 
| achieved excellent to 
Be 
was associated with 
moderate or 
severe Tiuia retentic 
4 1. Landes, R. P. and Peters, M.: 
> 2 Postgrad. Med. 23:648, June 1958. 
Trademarks outside the U.S.: : 
CHLOTRIDE, CLOTRI 


More direct control of 
specific rheumatic types 


@ Estective, fast anti-rheumatic activity without 
experimentation—that’s the simple truth about P-B- 
SAL-C (Ulmer) combinations which have been dem- 
onstrated in a wide range of rheumatic diseases. 

Relief is not only fast, but is sustained on small 
daily dosage. Specially fabricated combinations of 
P-B-SAL-C provide a choice in specific rheumatic 
disorders. In severe joint pain (particularly in persons 
over 40, say leading medical authorities), P-B-SAL-C 
with COLCHICINE can be used diagnostically to 
ascertain or disprove a gouty condition. Colchicine 
is specific for the diagnosis and control of gout. 

And for muscular spasm associated with severe 
joint pain, P-B-SAL-C WITH ESOPRINE provides 
a two-way action to help control both pain and spasm. 

Where arthritis is complicated by cardiovascular 
conditions, P-B-SAL-C SODIUM FREE brings relief 
without disturbing electrolyte balance. Neither so- 
dium nor potassium are contained in this combination. 

In routine therapy, high plasma salicylate levels 
are quickl bse 9+ | with the basic combination, 
P-B-SAL-C. 

Whichever P-B-SAL-C combination is prescribed, 
you’re assured that thousands of patients have ex- 
perienced rapid relief and sustained it at a very moder- 


ate cost. Let us forward your name to our nearest | 


detail man for complete information. 


ULMER. 
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University of Utah Medical School for two years. 
In 1943 he graduated from the Medical College 
of the State of South Carolina. 

He interned at St. Vincent’s and Providence 
Hospitals in Portland, Oregon. He served in the 
U. S. Army for three years as a major in the 
Medical Corps. 

Dr. Jensen entered practice at Driggs, Idaho, 
where he operated the Teton Valley Community 
Hospital. 

Active in the Church of Jesus Christ of Latter- 
day Saints, he served on the Teton Stake High 
Council as a high priest and was a member of 
the Logan Ninth Ward. 

Dr. Jensen spent four years in the Veterans 
Hospital in Salt Lake City in residence training 
where he specialized in surgery. He moved to 
Logan, February 1, 1956, where he was associated 
with the Budge Clinic as a general surgeon. 

He was a member of the Cache County and 
Utah State Medical Associations and the American 
Medical Association. 


COLORADO 


Obituaries 


One of Denver’s oldest 
general practitioners dies 


Morris J. Krohn, M.D., Denver, 80, died De- 
cember 26, 1958. 

Dr. Krohn was born in Kansas City, Missouri, 
and graduated from the University Medical Col- 
lege at Kansas City. He was elected to the Denver 
Medical Society in 1905 and was founder of Gen- 
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ARTIFICIAL EYES 


Plastic eyes and glass mer 
eyes special made to 
fit the most difficult 
cases. An expert 
eye-maker is in our 
office at all times to 
give your patients 
the satisfaction they 
must have. busi- 
ness since 1906. 


Write or phone for full details. 


DENVER OPTIC COMPANY 


Telephone MA. 3-5638 


330 University Bldg. 910 16th St. Denver 2, Colo. 
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effective topical 
Steroid therapy 
no longer 
expensive! 

for the itching, ' 
inflamed skin 


PANTHO-F 


pruritic lesions 


PANTHO-F 0.2% cream provides: 
(intractable pruritus, pruritus ani, 


pruritus vulvae, senile vulvitis) 

PANTOTHENYLOL 2% 
seborrheic dermatitis 


in a stable, water-miscible cream base 
#2 mg. hydrocortisone per Gm. 


lichenified eczemas 


_. Available in 15 Gm. 
stasis dermatitis and 2 oz, tubes; 1 Ib. jars 


Vitamin corporation PHARMACEUTICALS 
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Newton 
Optical Company 


GUILD OPTICIANS 


Catering to Medical Profession Patronage 


Phone KEystone 4-8714 


309-16th Street Denver 


POWER 


at | around 
your | the 
fingertips | clock 
1 


PUBLIC SERVICE COMPANY 
OF COLORADO 


® 


RADIUM 


(including Radium Applicators) 


For All Medical Purposes 


Est. 1919 
QUINCY X-RAY & RADIUM 
LABORATORIES 
(Owned and Directed by a Physician-Radiologist) 
HAROLD SWANBERG, B.S., M.D., Director 


w. C. U. Bidg. Quincy, Illinois 
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eral Rose Memorial Hospital. He endowed the 
Joseph A. Krohn Memorial Library at the Uni- 
versity of Denver School of Law in memory of his 
only child, Joseph, who was killed in action while 
serving as a captain with the U. S. Marines during 
World War II. He is survived by two brothers, 
three sisters and a nephew. 


Young doctor dies at bedside of patient 


Robert W. Watson, M.D., of Cortez, 35, died 
unexpectedly while on an emergency call to 
Stoner, Colorado. Dr. Watson was born November 
25, 1923, in Denver and attended public schools in 
Denver. He received his M.D. degree from the 
University of Colorado Medical School and com- 
pleted his internship at Presbyterian Hospital in 
Denver. He practiced in Denver for one year be- 
fore going to Cortez in 1955. He was elected to the 
office of county coroner in November and was to 
officially take office on the day he died. 

He is survived by his wife, four children, his 
mother, three sisters and two brothers. 


WYOMING 


Physicians delivering 100 or more infants 


The Wyoming Department of Public Health 
has released its annual list of Wyoming physicians 
delivering 100 or more live babies in the preceding 
year. The figures are for the calendar year 1958, 
and the list includes 15 physicians. 


1. Bowden, Robert H., Casper....................2...0...... 340 
Clarke ML. 278 
3. Sullivan, Bernard J., Laramie................. eae 264 
4. Travis, Bane T., Cheyenne................-0::<<:..000 229 
5. Shwen, Ralph O., Cheyenne.............................. 179 


Friendly dependable service. 


Two offices 
for your convenience 


Taylor Hearing Center 


Always developments in hearing ails 


Complete modern testing with Puretone and speech audiometers 


413 16th Street, Denver 
between Glenarm and Tremont Places 
MAin 3-1920 


28th year 
serving the hard of hearing 


8 West Ellsworth, Denver 
RAce 2-4551 
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1 Ladeez and gentlemen: 

learn all about new VITERRA PEDIATRIC, 
a good supplement 

in a great new package. 


2 First, 
see what happens when 
you push the metered plunger. 


5 On your right, 


see the Metered-Flow 3 Aha! 
bottle’s tight seal. An exact 0.6 cc. 
No risk of comes out this spout. 


contamination. Never more, never less. 


4 And notice — 
no drip, no waste, 
no sticky bottle. 


each 0.6 cc. contains: 
MOR 
Infants Children 
A (synthetic) 5000 U.S.P. Units 333% 167% 
D (Calciferol) 1000 U.S.P. Units 250% 250% 
B, (Thiamine) lime. 400% 133% 
Bz (Riboflavin) 1 me. 167% 110% 


6 Let’s take a minute 
to admire the formula. 


8, (Pyridoxine) tt tt 
B, (Cyanocobalamin) 1 mcg. tt tt 

€ (Ascorbic Acid) 50 mg. 500% 250% 
Niacinamide 10 mg. 200% 133% 
Panthenol 2 mg. 


in a d-sorbitol base for better vitaminB, 2 absorption 


ttMinimum daily requirement has not been estab- 
lished. 


DOSAGE: 0.6 cc. or as directed by physician. 
in 50 cc. bottles 


7 That means 

no hot-weather 8 Now for a farewell treat, a 

loss of potency. taste of delicious, orange-y 
VITERRA PEDIATRIC. How will 
you have it — in fruit juice? 
On cereal? Straight from the 
spoon? 

® 
METERED- FLOW 
BOTTLE 


ALLOW 30 SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Problems of over- and under-dosage, spillage, spoilage 
or leakage disappear with VITERRA PEDIATRIC’S new 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the world’s well-being 
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TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LECERLE 


*Reg U.S. Pat. OF 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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. Schleyer, Otis, ....164 


6 

7. McNamara, Edward W., Rawlins.................... 145 
Halsey, Guy M., 137 
9. Harrison, G. Myron, Rock Springs.................. 132 
10. Engelman, A. A., Worland.................................. 125 
ti. Tipton, Harry B., 111 
12. Koford, Glenn W., Cheyenne............................ 110 
13. Ashbaugh, Dale, 104 
14. Fernau, Robert L., Riverton............. orsecieyeee 103 


15. Holman, Theodore L., Casper 


New Mexico space medicine program 


The Annual Meeting of the New Mexico Medi- 
cal Society in Las Cruces, May 5, 6, and 7, will be 
devoted exclusively to space medicine, James C. 
Sedgwick, M.D., President, has announced. 

The first day, May 5, will include a tour and 
demonstration at Holloman Air Base, N. M., a few 
miles from Alamogordo where the Air Force Mis- 
sile Development Center, Air Research and Devel- 
opment Command of the U. S. Air Force is located. 

Sessions on May 6 and 7 will be held in Milton 
Hall at New Mexico State University. Research 
problems in space medicine will be discussed by 
the guest speakers at these sessions. 

Physicians will witness the routine operation 
of missile testing and possibly may see missiles 
fired. 

The program may include a high-speed rocket 
sled run on the new 35,000-foot missile testing 
track. Holloman officials report that the sled runs 
are scheduled almost every day and that, barring 
weather, one would be witnessed by the group of 
physicians. 

Other possibilities include a MACE launching 
or an Aerobee launching. 

The following doctors and scientists are already 
scheduled for the program in discussions on the 
subjects listed after their names. 

W. Randolph Loveland, II, M.D., Albuquerque, 
head of Lovelace Foundation and Chairman, Na- 
tional Aeronautics and Space Agency, Special Ad- 
visory Committee on Life Sciences, “Crew Selec- 
tion for Space Flight”; Colonel John Pickering, 
MC, Randolph Air Force Base, San Antonio, Texas, 
Research, School of Aviation Medicine, “Radiation 
Problems in Space Medicine”; Colonel John Paul 
Stapp, MC, Chief, Aeromedical Laboratory, Wright 
Air Development Center, Ohio, “Accelerations in 
Space Flight”; Major Stanley White, MC, Wash- 
ington, D. C., National Aeronautice and Space 
Agency, Air Force Liaison Officer in Human Fac- 
tors to National Aeronautice and Space Agency, 
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in skin disorders 


‘ 
DEXAMETHASONE 


treats more patients more effectively 
a new order of magnitude in corticosteroid effectiveness 
a hew order of magnitude in margin of safety 


Striking clinical rcsults with DECADRON are reportedt in 92 percent of 319 patients with 
dermatological disorders, including cases previously unresponsive or resistant to corticosteroids. 
There were no major complications, and even minor side effects occurred 

in less than eight percent of patients. 


Moreover, in many cases reactions induced by previous steroid therapy, such as edema, 
Cushingoid appearance, headache, vertigo, muscular weakness, depression, hirsutism, 
and glycosuria, disappeared during therapy with DECADRON. tAnalysis of clinical reports. 


Dosage: One 0.75 mg. tablet of DECADRON will usually replace one 4 mg. tablet of methylprednisolone or triamcinolone, 
one 5 mg. tablet of prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or one 25 mg. tablet of cortisone. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 
©1958 Merck & Co., Inc. *DECADRON is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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“Cabin Ecology for Space Flight”; and Captain 
George Ruff, MC, Chief, Biophysics Branch, Aero- 
medical Laboratory at Wright Air Development 
Center, Ohio, “Phychophysiology of Space Flight.” 

Also present will be F. J. L. Blasingame, M.D., 
Executive Vice President of the American Medical 
Association. 

The Air Force requires that all who plan to go 
on the conducted tour MUST pre-register by April 
15, 1959, to be cleared through security. All who 
have a registration badge will be permitted to 
board the Air Force buses for the tour including 
wives, exhibitors, and guests. The Air Force will 
not permit private automobiles or cameras. Please 
mail your advance registration, with registration 
fee of $10.00, to New Mexico Medical Society, 220 
First National Bank, Albuquerque, New Mexico. 
Room reservation information will be mailed to 
those who forward registration. 


Obituary 


CHARLES L. GANDY 

Dr. Charles L. Gandy of Mesilla Park, N. M., 
died from heart disease, on November 12, 1958. 

Dr. Gandy was born in 1889 and was a graduate 
of the University of Michigan, in 1912. He ob- 
tained his New Mexico license in 1949 and served 
as the physician for the New Mexico State College 
at Las Cruces, until his retirement in 1956. 


...in fact, the hundreds of Holsteins that 
produce City Park-Brookridge milk practically 
live in a clinic...each on controlled diets 

and skilled veterinarian care. Today’s premium 
quality City Park-Brookridge milk is the 
result of over 70 years of herd improvement. 
This vast family of champions produces 

the rich, premium quality milk that Denver 
doctors can rely on. 


Dr. Gandy was an emeritus member of the 
New Mexico Medical Society, and a member of 
the Dona Ana County Medical Society and the 
American Medical Association. 


“And what's the big emergency tonight, Doctor?” 


Milk from 
Grand Champions 
of Quality 


Office and Plant, 5512 Leetsdale Drive © Farm, Brighton, Colorado 
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NEVADA 


Cancer seminar 


A cancer seminar for all interested physicians 
will be held March 25-26 at the Hotel Riverside 
in Reno. Co-sponsors of this program include 
Nevada Division of the American Cancer Society; 
Department of Public Health; Nevada State Medi- 
cal Association; Reno Surgical Society; Nevada 
Academy of General Practice. 

Nine nationally known guest speakers will par- 
ticipate in the sessions. For further information 
contact Mr. Nelson B. Neff, Executive Secretary, 
Nevada State Medical Association, 506 Humboldt 
Street, Reno, Nevada. 


Annual assembly 


The Nevada Chapter of the American Academy 
of General Practice will hold its Annual Assembly 
May 21-23, at the Hotel Riverside, Reno. The 
faculty of the University of Southern California 
School of Medicine, Los Angeles, will put on the 
program. Additional details will be sent you upon 
request by Dr. Roy M. Peters, 495 So. Arlington 
Avenue, Reno, Nevada. 


Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL 
SURGEONS 
COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


Handsome Professional Appointment Book 
sent to you FREE upon request. 
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THE 
BOOK CORNER 


New books received 


New books received are acknowledged in this 
section. From these, selections will be made for 
reviews in the interests of the readers. Books here 
listed will be available for lending from the Denver 
Medical Library soon after publication. 


The Management of Fractures and Dislocations—an Atlas: 
By Anthony F. DePalma, M.D. Philadelphia, W. B. Saunders 
Co., 1959. 2 volumes. Price: $35.00. 


Vascular Surgery: By Geza deTakats, M.D., M.S., F.A.C.P. 
Philadelphia, W. B. Saunders Co., 1959. 726 p. Price: $17.59. 


Practical Dermatology: By George M. Lewis, M.D., F.A.C.P. 
2nd edition. Philadelphia, W. B. Saunders Co., 1959. 363 p. 
Price: $8.00. 


Long-term Iliness; Management of the Chronically Ill Patient: 
By Michael G. Wohl, M.D., F.A.C.P. Philadelphia, W. B. 
Saunders Co., 1959. 748 p. Price: $17.00. 


Ciba Foundati Symp on Amino Acids and Peptides 
With Antimetabolic Activity. Boston, Little, Brown & Co., 
1958. 286 p. Price: $8.75. 


Clinical Obstetrics and Gynecology, Vol. 1, Number 4, De- 
cember, 1953. Symposium on Operative Obstetrics, ed. by 
J. R. Wilson; Symposium on Genital Cancer, ed. by D. G. 
Morton. N. Y., Grune & Stratton, 1953. 


Gynecologic Radiography: By Jean Dalsace, M.D., and J. 
Garcia-Calderon, M.D. N. Y., Hoeber-Harper, 1959. 188 p, 
Price: $8.00. 


Bone Tumors: By Louis Lichtenstein, M.D. St. Louis, C. V. 
Mosby Co., 1959. 402 p. Price: $12.00. 


Fracture Surgery: By Henry Milch, M.D., and Robert Austin 
Milch, M.D. N. Y., Hoeber-Harper, 1959. Price: $17.50. 


Physical Diagnosis: By John A. Prior, M.D., and Jack S. 
Silberstein, M.D. St. Louis, C. V. Mosby Co., 1959. 388 p. 
Price: $7.50. 


The Sedimentation Rate of Human Erythrocytes: By Frank 
Wright, M.D., F.A.C.P., F.A.S. N. Y., Vantage Press, 1958. 
43 p. Price: $2.50. 


Book Reviews 


A Textbook of Clinical Neurology: By Israel S. Wechsler, 
M.D. Philadelphia, W. B. Saunders Co., 1958. 8th edition. 782 p. 
Price: $11.00. 


This new edition of Wechsler’s clinical neuro- 
logical text after 30 years was a much-needed 
revision, as the author states in his preface—“it 
seems exceedingly important now that neurology 
is being so greatly enriched experimentally.” 

The chapters on the neurological examination 
and interpretation of signs and reflexes is particu- 
larly excellent. As an indication of the change in 
emphasis in recent neurology, there are only a 
little over two pages devoted to subacute com- 
bined degeneration, a cliincal entity which in 
years past was dealt with in many, many pages. 

There are certain entities which are discussed 
with rather little enlightenment as to the current 


Sandia Ranch Sanatorium 


Rt. 4, Box 4104 


Licensed psychiatric hospital 


Alan Jacobson, M.D., Psychiatrist 


Albuquerque, New Mexico 


For the care and treatment of patients with nervous or mental disorders. 


20 acres landscaped grounds 


Favorable year-round climate 
John W. Myers, M.D., Medical Director 


Fred W. Langner, M.D., Psychiatrist 
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thought regarding their pathology; i. e., chronic 
progressive ophthalmoplegia attributed to progres- 
sive nuclear degeneration in the roof of the third 
ventricle. In general too little is spent on patho- 
logical description and too much on differential 
diagnosis and treatment. It is surprising that more 
space was not devoted to the neurological compli- 
cations of the collagen diseases. 

The references usually include the original 
description of the disease, but unfortunately are 
in either German or French, and the good English 
articles are frequently not mentioned. 

Barbara W. Thulin, M.D. 


Eye banks 


The Colorado Chapter of the National Society 
for the Prevention of Blindness announced that 
it is endeavoring to place in each accredited hos- 
pital in the State of Colorado facilities for the 
removal and transportation of eyes donated to the 
Bank. The equipment is being supplied by the 
various local Lions Clubs in accredited hospitals 
only, and for the use of medical personnel only. 
Hospitals accepting this equipment will be sup- 
plied with the necessary legal forms to be used 
in securing donor eyes. 


PICKER X-RAY, ROCKY MOUNTAIN, INC. 


Emery L. Gray, Vice President 


Wo. J. BETTS D. JOHNSON 
R. S. Cook Jitker T. LarsH 
J. K. DuNN L. QuUINLISK 


1207 East Thirteenth Ave.—Tel. AComa 2-7075—Denver 18, Colorado 


OCA CUSHMAN wing newly opened 
with improved facilities to 
serve your patients 


THE CHILDREN’S HOSPITAL ASSOCIATION 
OF DENVER 


NON-SECTARIAN—NON-PROFIT 


APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


Providing medicinal and surgical aid 
to sick and crippled children of 
the Rocky Mountain Region 


CAMBY 


Camby says, “CAMBRIDGE DAIR 


Y has been 


producing QUALITY MILK for Denver babies since 1892.” 


We Invite Your Inspection and Appreciate Your Recommendation 


SKyline 6-3651 
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The Colorado State Medical Society 


Rocky Mountain Medical Conference, 
September 8-11, 1959 
Denver 


President: John I. Zarit (Chairman of the Board), Denver. 
President-elect: John L. McDonald, Colorado Springs. 

Vice President: Robert P. Harvey (Vice Chairman of the 
Board), Denver. 

Treasurer: William C. Service, Colorado Springs, 1959. 
Constitutional Secretary: Harry C. Hughes, Denver, 1960. 
Additional Trustees: Bernard T. Daniels, Denver, 1959; Carl W. 
Swartz, Pueblo, 1960; Fred R. Harper, Denver, 1961; Walter M. 
Boyd, Greeley, 1961. 

Delegates to the American Medical Association: Kenneth C. 
Sawyer, Denver, 1960; (Alternate, Irvin E. Hendryson, Denver, 
1960); E. H. Munro, Grand Junction, 1960; (Alaternate, Harlan 
E. McClure, Lamar, 1959). 

Executive Secretary: Mr. Harvey T. Sethman, 835 Republic 
Building, Denver 2, Colorado; Telephone AComa 2-0547. 


Montana Medical Association 


Interim Session, April 3-4, 1959 
Helena 


President: Herbert T. Caraway, Billings. 

President-elect: Leonard W. Brewer, Missoula. 

Vice President: Raymond F. Peterson, Butte. 

Acting Secretary-Treasurer: W. E. Harris, Livingston. 
Assistant Secretary-Treasurer: W. E. Harris, Livingston. 
Executive Committee: Herbert T. Caraway, Billings; Leonard 
W. Brewer, Missoula; Raymond F. Peterson, Butte; W. E. 
Harris, Livingston; John A. Layne, Great Falls; Edward S. 
Murphy, Missoula. 

Delegate to American Medical Association: Paul J. Gans, 
Lewiston; alternate, S. C. Pratt, Miles City. 

Executive Secretary Mr. L. R. Hegland, P.O. Box 1692, Tele- 
phone 9-2585, Billings. 


‘| don’t care what the sign says! What you're 
looking for is around the corner.” 
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Nevada State Medical Association 


Annual Meeting, August 19-22, 1959 
Reno 


President: Roland Stahr, Reno. 

President-elect: Ernest W. Mack, Reno. 

Secretary-Treasurer: William A. O’Brien, III, Reno. 

Delegate to American Medical Association: Wesley W. Hall, 
Reno; alternate: Earl N. Hillstrom, Reno. 

Executive Committee: Roland Stahr, Reno; Ernest W. Mack, 
Reno; William A. O’Brien, III, Reno; Wesley W. Hall, Reno; 
Earl N. Hillstrom, Reno; Stanley L. Hardy, Las Vegas; Thomas 
S. White, Boulder City; John M. Read, Elko; John M. Moore, 
East Ely; William M. Tappan, Reno. 

Executive Secretary: Mr. Nelson B. Neff, P. O. Box 188, Reno; 
telephone FA. 3-6788. 


New Mexico Medical Society 


Annual Session, May 5-7, 1959 
Las Cruces 


President: James C. Sedgwick, Las Cruces. 

President-elect: Lewis M. Overton, Albuquerque. 

Vice President: Allen L. Haynes, Clovis. 

Secretary-Treasurer: Omar Legant, Albuquerque. 

Councilors: Junius A. Evans, Las Vegas, 1959; Aaron E. Mar- 
gulis, Santa Fe, 1959; Wendell Peacock, Farmington, 1960; 
George Prothro, Clovis, 1960; Gerald Slusser, Artesia, 1960; 
W. J. Hossley, Deming, 1961; Guy Rader, Albuquerque, 1961. 
Delegate to American Medical Association: Earl L. Malone, 
Roswell, 1960; Alternate: Samuel R. Ziegler, Espanola, 1960. 
Executive Secretary: Mr. Ralph R. Marshall, 220 First National 
Bank Building, Albuquerque, telephone 2-2102. 


The Utah State Medical Association 


Annual Session, September 15-18, 1959 
Salt Lake City 


President: U. R. Bryner, Salt Lake City. 
President-elect: I. Bruce McQuarrie, Ogden. 
Secretary: J. Poulson Hunter, Salt Lake City. 
Treasurer: Robert M. Dalrymple, Salt Lake City. 


Councilors: Box Elder, 1960, D. L. Bunderson, Brigham City; 
Cache Valley, 1960, C. J. Daines, Logan; Carbon County, 1960, 
A. R. Demman, Helper; Central Utah, 1959, Stanford Rees, 
Gunnison; Salt Lake, 1960, Richard W. Sonntag, Salt Lake 
City; Southern Utah, 1960, James S. Prestwich, Ce@ar City; 
Uintah Basin, 1960, R. Bruce Christian, Vernal; Weber County, 
1961, Wendell J. Thompson, Ogden; Utah, 1959, R. E. Jorgenson, 
Provo. 

Executive Committee: U. R. Bryner, Salt Lake City, Chair- 
man; Reed W. Farnsworth, Cedar City; I. Bruce McQuarrie, 
Ogden; J. Poulson Hunter, Salt Lake City; Robert M. Dal- 
rymple, Salt Lake City. 

Delegate to American Medical Association, 1957-1959: Kenneth 
B. Castleton, Salt Lake City; Alternate, Drew Petersen, Ogden. 
Executive Secretary: Mr. Harold Bowman, Salt Lake City. 


The Wyoming State Medical Society 


Annual Session, June 11-14, 1959 
Jackson Lake Lodge 


President: L. Harmon Wilmoth, Lander. 
President-elect: Benjamin Gitlitz, Thermopolis. 
Vice President: Francis A. Barrett, Cheyenne. 
Secretary: S. J. Giovale, Cheyenne. 

Treasurer: C. D. Anton, Sheridan. 


Councilors: Albany County, B. J. Sullivan, Laramie; Carbon 
County, Guy Halsey, Rawlins; Converse County, Roman 
Zwalsh, Glenrock; Fremont County, Bernard Stack, Riverton; 
Goshen County, Joseph Volk, Torrington; Laramie County, 
S. J. Giovale, Cheyenne; Natrona County, Frederick Haigler, 
Casper; Sheridan County, Jay Blumenstock, Sheridan; Teton 
County, Robert Knapp, Pinedale; Uinta County, Joseph 
Whalen, Evanston; Northeastern Wyoming, Virgil L. Thorpe, 
Newcastle; Northwestern Wyoming, John H. Froyd, Worland. 
Delegate to A.M.A.: A. T. Sudman, Green River, 1960; Alter- 
nate, B. J. Sullivan, Laramie, 1960. 

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne. 
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Lymphatic leukemia cont. trom 66 


REFERENCES 


Craver, Lloyd F.: Value of Early Diagnosis of Malignant 
Lymphomas and Leukemias. Monograph No. 7, American 
Cancer Society, Inc., c1952. 

2Lawrence, John H.: The Treatment of Chronic Leukemia. 
Medical Clinics of N. A., 38:525-540, 1954. 

‘Lawrence, John H.; Low-Beer, B. V. A.; and Carpender, 
James W. J.: Chronic Lymphomatic Leukemia. A Study of 
100 Patients Treated With Radioactive Phosphorus. Journal of 
the American Medical Association, 140:585-588, 1949. 
‘McGavran, Charles M.: Lymphatic Leukemia of Twenty-Five 
Years’ Duration. Annals of Internal Medicine, 12:396-402, 1938. 
‘Moffitt, Herbert C., and Lawrence, John H.: Chronic Leu- 
kemia of Long Duration: With a Report of 31 Cases With a 
Duration of Over Five Years. Annals of Internal Medicine, 
30:778-790, 1949. 

‘Pisciotta, Anthony V., and Hirschboeck, John S.: Therapeutic 
Considerations in Chronic Lymphocytic Leukemia. Archives 
of Internal Medicine, 99:334-345, 1957. 


Lung surgery cont. trom 80 


"Carlson, R. F.; Charbon, B. C.; Charbon, H. G. A., and 
Adams, W. E.: The Effect of Decreasing the Amount of Lung 
Tissue on the Right Ventricular Pressures in Animals, J. Thor. 
Surg. 21:621, 1951. 


“Adams, W. E.; Perkins, J. F., Jr.; Flores, A.; Chao, P., and 
Castellanos, M.: The Significance of Pulmonary Hypertension 
as a Cause of Death Following Pulmenary Resection. J. Thor. 
Surg. 26:407, 1953. 


“Adams, W. E.: The Significance of Cardiopulmonary Reserve 
in the Late Results of Pneumonectomy for Carcinoma of the 
Lung. (Read before the 4th International Congress of the 
American College of Chest Physicians in Cologne, Germany, 
August, 1956). Dis. Chest, 32:280, 1957. 

“Perkins, J. F., Jr.; Adams, W. E., and Livingstone, H.: The 
Conversion of Millikan and Wood-type Oximeters into Direct- 
writing Recording Instruments for Use in Surgery, in Studies 
of Pulmonary Function, and in Teaching Respiratory Physi- 
ology. J. Lab. & Clin. Med. 40:457, 1952. 

‘Castellanos, M.; Thompson, R.; Adams, W. E.; Perkins, J. F., 
Jr., and Webber, W.: Use of the Recording Oximeter in Man- 


agement of Postoperative Oxygen Therapy. J. Thor. Surg. 
29:419, 1955. 


“Ugh, this institution food!—Chicken’s tough, coffee’s 
cold, pudding’s lumpy—”’ 
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“‘| suppose if | were a bone surgeon instead of an 
Obstetrician you’d break every bone you could!”’ 


Family doctors schedule 
San Francisco meeting 


What does the “space age” mean to medicine? 
How do doctors treat bad burns? What’s new in 
the realms of heart surgery, foot fractures, hyper- 
tension and diabetes? These and countless other 
questions will be answered at the American Acad- 
emy of General Practice 11th Annual Scientific 
Assembly, April 6-9, in San Francisco’s Civic Audi- 
torium. 

The scientific program will feature 28 promi- 
nent physician-authorities. More than 100 scien- 
tific and 300 technical exhibits will be prepared 
for the 7,000 doctors and guests expected to attend. 
The Academy is the nation’s second largest medi- 
cal association and the only American medical 
group organized strictly for family doctors. 

The Congress of Delegates, the Academy’s 
policy-making body, will convene at 2 p.m., Sat- 
urday, April 4, in the Fairmont Hotel. Delegates 
from each of the 49 states, Hawaii, Puerto Rico 
and the District of Columbia will meet until noon, 
Monday, April 6, when the scientific sessions open 
in the auditorium. 

Of the more than 100 national medical associa- 
tions, the Academy is the only one that requires 
its members to do continuing postgraduate study. 
Each member must complete 150 hours of ac- 
credited postgraduate study every three years. 
Only in this way, the Academy believes, can 
doctors learn about medicine’s newest discoveries 
and technics. For this reason, the Assembly plays 
a vital role in the Academy’s study program. This 
year, subjects range from surgery and public 
health to animal diseases and immunization. 

N. Frederick Hicken, University of Utah physi- 
cian, will be one of the guest speakers at this 
meeting, appearing on the program on Tuesday, 
April 7. His topic will deal with hernia repair and 
methods to minimize complications. 
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sickroom supplies 


oxygen service 
Trained Technicians 


PEarl 3-4651 


350 Broadway — Denver 


24-HOUR SERVICE 


SPAC 


FOR MEDICAL MEN 


now available in Denver’s exclusively 
Medical-Dental Building . . . The 
Republic Building. For details, call or 
write the building manager. 


KE 4-5271 
REPUBLIC BUILDING CORPORATION 


1624 Tremont Place - 


SALES-RENTALS 


Denver 2, Colorado 


RELIABLE DRUGGISTS 


Patronize Denver’s Independent Druggists 


BE 3-4621 


Courteous Service 


Quality Drugs 


Adjustable Crutches for Rent 
Surgical Supplies 
Drugs and Prescriptions 
FREE DELIVERY IN LAKEWOOD 
AND METROPOLITAN DENVER 


Don’t miss 
important telephone calls... 

Let us act as your secretary while you are away, 
day or night; our kindly voice conscientiously tends 


your telephone business, accurately reports to you 
when you return. 


TELEPHONE 


ANSWERING 


SERVICE 
CALL ALpine 5-1414 


ANT ADS 
w 


GENERAL PRACTITIONER WANTED: Private prac- 

tice within group for convenience. Montana com- 
munity with excellent hospital facilities. Please‘ write 
Box 569, Miles City, Montana. 34TF 


ARVADA NEEDS doctors and dentists. Downtown 

Wadsworth location. 100-foot frontage, 2000 square 
foot building. Plenty parking. Excellent financing. 
Call Mr. Fullerton—Ann Jackson Realty, HArrison 
4-7726: evenings, HArrison 4-6609. 35 


FOR RENT: Medical office three years old, South 
Sheridan Shopping Center. Available about April 1, 
1959. Call WEst 5-0515. 36 


ASSUME MY PAYMENTS: Practically new Picker 

Century X-ray machine; 100 me Rotating Anode 
Anatomatic Control Board, all accessories including 
complete portable dark room and fluoroscope, hand 
tilt table. Charles G. Gabelman, M.D., 2084 South Colo- 
rado Blvd., Denver 22; phone SKyline 6-9191. 31 


OPPORTUNITY to share office in large attractive 

East Denver (Colfax) Medical Center Building, with 
Internist. Charles G. Gabelman, M.D., 2084 South 
Colorado Blvd., Denver 22; phone SKyline 6-9191. 32 
OFFICE SPACE TO SHARE, fully equipped and fur- 

nished, in Lakewood Medical Building, 8790 West 
Colfax. Phone DUdley 8-2713. 33 


MEDICAL ILLUSTRATOR: Burr S. Bush, member of 

the Association of Medical Illustrators. 3150 South 
Humboldt Street, Englewood, Colorado, or call SUnset 
1-3389. 24-3 


County. Population 500, large area to draw from. 
Small hospital, furnished with beds, linen, desks. Good 
schools, two churches, drug store. Good climate. Ele- 
vation 7,015. Oiled highway, stock raising, farming, 
near uranium fields. Civic clubs and lodges. Hunting 
and fishing. Reply to: Community Hospital of Nor- 
wood, Norwood, Colorado. 11TF 


EARNEST DRUG 
217 16th Street 
Prescription Specialists 
Telephones KEystone 4-7237—KEystone 4-3265 


FRESH — CLEAN — COMPLETE 
PRESCRIPTION STOCK 


Free Delivery 


H-O-W-D-Y 
Registered Trade Mark 
BOB’S PLACE 
A Bob Cat for Service 


TEXACO PRODUCTS 
300 South Colorado Boulevard 


Cow Town, Colo. 
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